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Entrance to the Hospital of Jesus of Nazareth 


Mexico. On the ruins of the Aztec civilization of 
three centuries and more he builded a colonial 
power. A military leader of today occupying and 
administering captured territory would, among 
his first acts, cause adequate medical care to be 
afforded the civil as well as military personnel. 
But in the early sixteenth century such was far 
from the general rule. Many a leader allowed 
even his own wounded to perish for want of 
medical aid, and of course the civil population in 
a conquered realm were usually accorded no con- 
sideration at all. Not so with Hernando Cortes. 


Cortes had the unfaltering conviction that he 
was an instrument of Divine justice. He started 
with the dogmatic assumption that the New 
World belonged to Spain by right of Pope Alexan- 
der VI’s Bill of Donation. Thus its inhabitants 
were just as much the lawful subjects of the 
Spanish Crown as were the natives of Castile or 
Granada. This he always explained to the natives 
and though they could not understand a word of 
his proclamations, this did not detract from the 
validity of the proceeding. It is not easy today to 
follow sixteenth century Spanish logic, but it is 
necessary to try if we would be fair in our judg- 
ment of the great Cortes. 
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Pre-Columbian Medicine 


Cortes found in the city of Mexico a remarkable 
extent of medical knowledge. Like all pre. 
Columbian medicine, it was a mixture of supersti- 
tion and religion with a number of sound scientific 
observations. The Aztecs had an extraordinary 
pharmacopeeia from which many of our remedies 
of today have been drawn. Antidotes, emetics, 
purgatives, anthelmintics, diuretics, and _ anti- 
pyretics were derived from their extensive medic. 
inal botanical gardens. Prescott says that from 
the great botanical garden of Moctezuma, any 
herb desired by physicians could be _ supplied. 
There were numerous remedies against bleeding, 
diarrhea, and intestinal and other parasites, and 
at least one plant for every disease. Hernandez 
learned from the Mexicans the names of more 
than 3,000 plants used in therapeutic practice. 


Never before or since has there been given to 
the world so vast a collection of remedies as those 
brought to Europe from America at the period 
soon after its discovery, and of these the greater 
part were obtained from the Aztecs. Besides 
quinine, there were added to man’s weapons 
against disease: cannabis indica, cascara sagrada, 











Second Courtyard of the Hospital. Beyond is the Chapel 
in which the ashes of Cortes once rested 
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chenopodium, coca, copal, chaparro, curare, 
damiana, condurango, “Peruvian” balsam, saba- 
dilla, sarsaparilla, Tolu balsam, and vervain—to 
mention only a few of them. 


Cortes wrote the King of Spain, the Emperor 
Charles V, in his description of the city of Temix- 
titlan or Mexico: “There is a street set apart for 
the sale of herbs, where can be found every sort 
of root and medicinal herb which grows in the 
country. There are houses like apothecary shops, 
where prepared medicines are sold, as well as 
liquids, ointments, and plasters.” 


Cortes was so greatly impressed by the skill of 
the Aztec medical men who attended him after 
the battle of Otumba that he wrote his Royal 
Master (1522) that there was no need of send- 
ing Spanish physicians to the New World. 


The Spaniards as Builders of Hospitals 


That Cortes should have considered the founda- 
tion of a hospital was but natural in a great cap- 
tain representing the glory and might of Spain. 
That country had been one of the first to estab- 
lish what we would now call hospitals. Bishop 
Mansona had founded a hospital at Mérida in the 
year 580, which antedated by more than two cen- 
turies that of St. Albans, which, founded in 794, 
was the first in England. The first field hospi- 
tals had been organized by Queen Isabella as na- 
tional entities during the wars leading to the ex- 
pulsion of the Moors from Spain, but the four 
great military Orders had maintained them as 
early as the twelfth century. No less than four 
hundred ambulances, consisting of wagons pro- 
vided with beds, were used after the capture of 
Malaga in 1487. 
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Cortes Decides to Found a Hospital in Mexico 


Thus, as the conquest of Mexico proceeded and 
was successful, Cortes began to think of some 
fitting manner of showing his gratitude to God 
who had given him such victories. He decided to 
found a hospital and to place it at the site of his 
first meeting with the Moctezuma, the Aztec 
Emperor, for he felt that this was the most sig- 
nificant moment in his occupation of the great 
city of Tenochtitlan, or Mexico. 


There have been many descriptions of the first 
meeting of Cortes and Moctezuma on that fateful 
eighth of November, 1519. But none of them can 
have the same interest for us as the simple words 
of Cortes himself in his letter to the King of 
Spain, dated at Segura de la Frontera, October 
30, 1520. It contained the first account ever writ- 
ten of the wonders of Mexico and the adventures 
of the Spanish conquerors in the newly discovered 
countries. It awakened the liveliest interest in 
Spain. 

After telling of his advance to the Aztec capi- 
tal, Cortes continues: 


“T followed the said causeway for about half a 
league before I came to the city proper of Temix- 
titlan. . . . About one thousand of the principal 
citizens came out to meet me, and speak to me, 
all richly dressed alike according to their fashion ; 
and when they had come, each one in approaching 
me, and before speaking, would use a ceremony 
which is very common amongst them, putting his 
hand to the ground, and afterwards kissing it, so 
that I was kept waiting almost an hour, until each 
had performed his ceremony. .. .: 


“Having passed the bridge, we were received by 
that Lord, Moctezuma, with about two hundred 
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Staircase in the Hospital 


chiefs, all barefoot, and dressed in a kind of livery, 
very rich, according to their custom, and some 
more so than others. They approached in two 
processions near the walls of the street, which 
is very broad, and straight, and beautiful, and 
very uniform from one end to the other, being 
about two-thirds of a league long, and having, on 
both sides, very large houses, both dwelling places 
and mosques. Moctezuma came in the middle of 
the street, with two lords, one on the right side, 
and the other on the left, one of them was the 
brother of Moctezuma. ... All were dressed in 
the same manner, except that Moctezuma was 
shod, and the other lords were barefooted. Each 
supported him below his arms, and as we ap- 
proached each other, I descended from my horse, 
and was about to embrace him, but the two lords 
in attendance prevented me, with their hands, 
that I might not touch him, and they, and he also, 
made the ceremony of kissing the ground. This 
done, he ordered his brother who came with him, 
to remain with me, all the other lords, who formed 
the two processions, also saluted me, one after the 
other, and then returned to the procession. When 
I approached to speak to Moctezuma, I took off 
a collar of pearls and glass diamonds, that I wore, 
and put it on his neck, and, after we had gone 
through some of the streets, one of his servants 
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came with two collars, wrapped in a cloth, which 
were made of colored shells. These they esteem 
very much; and from each of the collars hung 
eight golden shrimps executed with great perfec. 
tion and a span long. When he received them, he 
turned towards me, and put them on my neck, and 
again went through the streets, until we canie to 
a large handsome house, where he had prepared 
for our reception. There he took me by the hand, 
and led me into a spacious room, in front of the 
court where we had entered, where he made me 
sit on a very rich platform, which had been or- 
dered to be made for him, and told me to wait 
there; and then he went away.” (MacNutt, Let- 
ters of Cortes, I, 233.) 


Little wonder that the great conquistador 
wished to mark a spot where he had first met the 
mighty Aztec Emperor. It is particularly fitting 
that the hospital today serves the descendants of 
Aztecs and Spaniards alike. 


The First Hospital in America 


The hospital was known as El Hospital de la 
Purisima Conceptidn, the Hospital of the Im- 
maculate Conception. The precise date of the 
building is uncertain. Don Lucas Alaman, the 
distinguished historian, says that the church of 
San Francisco which was the first edifice erected 


in the city of Mexico was followed immediately 
by the church of the Hospital de Jesus, in the 
year 1524. This, indeed, seems the year of the 
construction of the building, for a legal document 
of August 26, 1524, refers to the site “of the 


present hospital.” Yet other records of the 
period refer to the Sacrament being administered 
to persons dying in the hospital. 


The site, called Huitzilan by the Aztecs, was 
memorable not only as the meeting place of 
Cortes and Moctezuma, but also because it was 
near the fountain to which the waters from the 
cascade of Acuecuexo (in Coyoacan) had been 
brought through a great aqueduct by the En- 
peror Ahuizotl. On one occasion there was a 
serious flood due to the overflowing of this foun- 
tain, so that the place was considered proper for 
an institution of mercy. 


The Architect and Builder 


The architect of the hospital was Pedro de 
Vazquez, who superintended the construction. 
According to Alaman the material employed was 
beautifully hewn stones, cunningly fitted together. 
The interior was of the fragrant wood of the 
Mexican cedar, twelve or fourteen varieties be- 
ing used, and derived chiefly from the hills of 
Tacubaya. The work was but slowly done for 
it was not ready in all its parts for the care of 
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patients until 1535, though many were treated 
while the construction was in progress. 


Cortes’s Last Will and Testament 


Cortes continued his interest in the hospital 
until the end of his days. Article IX of his Last 
Will and Testament is: 


‘Item: I direct that the hospital of Our Lady 
of the Conception, which I directed to be founded 
in the city of Mexico in New Spain, shall be fin- 
ished at my cost according to the plans drawn. 
The principal chapel of its church shall be com- 
pleted according to the model in wood made by 
Pedro Vasquez Jumétrico, and the plan described 
in the letter which I sent to New Spain, in this 
present year 1547. For these costs I set apart 
especially the rents deriving from my shops and 
houses in the said city, situated in the square and 
street of Tacuba and San Francisco, and in the 
street which unites them; this income shall be 
given exclusively to the said works until they are 
completed, nor shall my successor employ them 
for any other purposes. But it is my wish and 
will that the expenditure be made by my suc- 
cessor as patron of the hospital, and, when the 
works are finished according to the said plans, 
that the same rents shall be devoted to providing 
revenues for the wants and administration, and 
the direction of the said hospital, following in this 
institution the order laid down by me before a 
notary public. Failing this, I direct that the 
same system of administration be adopted as 
that which obtains in the hospital of the Five 
Wounds, founded by Dona Catalina de Rivera 
(may she have glory), for maintaining the ad- 
ministrators, chaplains, and other officers and 
servants attached to the said hospital.” 


The next article of the Will appoints “my son 
and successor, Don Martin Cortes, and after him 
those who shall follow him in the succession” to 
carry into effect the building of the hospital. 
The paragraph is quoted in full as being of great 
interest as the document which gave rise to the 
first hospital in the Americas. 


It has sometimes been said that Cortes desired 
to free his soul from his sins of cruelty and 
avarice by the establishment of this hospital, the 
same charge being made against Pedro de Val- 
divia, the conqueror of Chile, who founded the 
Hospital del Socorro in 1556. But he must at 
all times view Cortes and the less gifted others 
of his ilk, in the light of the times in which they 
flourished. 


Under the terms of the will of Cortes, his de- 
scendants have remained charged with the duty 
of caring for the Jesus of Nazareth Hospital. 
The male line failed in 1629 with the death of 
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Don Pedro Cortes, fourth Marques del Valle, a 
title that had been conferred on the Conquistador 
by the Emperor Charles V. His niece, Dona 
Estefania, who became the wife of Diego de 
Aragé6én, Duke of Terranova, succeeded him. From 
her the distinguished Sicilian family of that name 
descend. Don Giuseppe Pignatelli, Duke of Ter- 
ranova and Monteleone represents the fourteenth 
generation of descent from Cortes. 


It is recorded in the period following the death 
of Cortes, when at times his descendants did not 
always give the hospital their attention, that the 
patients did not have the best care. Also that the 
charges were exhorbitant. Don Domingo Fer- 
nandez de Urrijola had to sell one of his houses 
in the valley of Ixtlahuaca to pay his hospital ac- 
count! This and the like gave rise to the proverb: 
“Si malo es San Juan de Dios, peor es Jesus Naza- 
reno.” 


The Hospital Chapel 


The chapel of the hospital, dating from 1601, 
became famous A rich Indian lady, Dona 


Petronila Gerénima, presented this chapel with an 
image of Jesus of Nazareth which was the center 
of religious processions greatly revered by the 
people of the city, so that in time the hospital 











Galleries for Open Air Treatment of Patients 




















One of the Modern Operating Rooms 


came to be generally known as that of Jesus of 
Nazareth. Thus to this day the usual name of the 
institution is the Jesus Hospital. 


Cortes, disillusioned and embittered by the want 
of gratitude on the part of his prince, to whom he 
had “given more provinces than his Royal ances- 
tors had left him cities,” died near Seville on De- 
cember 2, 1547, his last days having been passed 
in solitude. His ashes rested undisturbed in 
Spain until the year 1794 when they were re- 
moved to the chapel of the Jesus Hospital. A 
monument had been prepared to receive the body, 
which was coffined in a crystal case riveted with 
silver bars. Here it remained but thirty years. A 
discussion took place in the Mexican Congress in 
1823 during the period of unrest, of a project of 
destroying the monument to Cortes in the Jesus 
Hospital. Certain violent newspapers even sought 
to incite the people to rifle the tomb! Fearing the 
execution of this threat, the Vicar General caused 
the body to be concealed. The bust and arms from 
the monument were sent to the Duke of Ter- 
ranova, Cortes’s descendant, living in Italy, and 
the dismantled monument remained until 1833, 
when it disappeared. It is said that the body of 
Cortes was likewise sent to the Duke in Italy, but 
this is disputed, and today no man can be sure 
where the great man’s ashes repose. 


So the perpetual gift of Cortes for the hospital 
and its chapel was duly endowed and Fra Bar- 
tolomé de Olmedo, one of the Spanish friars sent 
to work with the Indians, pursuant to the Bull of 
Pope Alexander VI in 1493, was put in charge of 
the Hospital of the Immaculate Conception. His 
administration was marked by the carrying out 
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of the wishes of the founder and there were nu- 
merous gifts from other benefactors. There was 
always a sufficient fund for the proper adminis- 
tration of the institution. 


The Hospital Personnel in the Seventeenth 
Century 


The records through the years give a succession 
of pictures of the hospital’s care of patients. In 
the middle of the seventeenth century the hospital 
had on its staff “three chaplains, an administra- 
tor, a physician, a surgeon, a barber [barber sur- 
geon|, a chief nurse, a woman nurse, a cook and 
three Indians who came from Coyoacan and who 
cleaned the building, and eight slaves, men and 
women, who assisted in the general work of the 
hospital.” In 1783 there were a chief physician, 
a chief surgeon and three assistants. There were 
also what we might now term “visiting physicians 
and surgeons.” Special care was given to the “cure 
of wounds and ulcers.” In 1809, just prior to the 
Revolution of 1810 which gave Mexico her inde- 
pendence from Spain, the hospital had a fund of 
four hundred thousand pesos, which was seized 
by the Viceroy for the Spanish Crown! The Army 
Medical Library in Washington contains a num- 
ber of reports giving statistical data as to the 
number of patients treated in various years. The 
work of the institution has been continuous and 
has met the tests of modern concepts of hospital 
management. 


In 1932, because of irregularities in the admin- 
istration of the trust, the Mexican Government 
(Council of Private Charities) gave the care of 
the hospital’s funds into the hands of Dr. Ben- 
jamin Trillo. 


The Hospital as It Is Today 


The hospital, as we view it today, is a beauti- 
ful old building in the Spanish Colonial style. A 
few modern additions, made necessary by the 
growth of the demands made for ward space, have 
happily been in complete harmony with the 
ancient structure. The Jesus Hospital now, as in 
the beginning, devotes its efforts to the care of 
persons of both sexes needing medical or surgical 
treatment for which they are unable to pay. The 
accompanying photographs show better than 
words the architectural beauties of this ancient 
structure. For them as well as a personally con- 
ducted visit, I have to thank my friend, Lieuten- 
ant Colonel José J. Izquierdo of the Mexican Army 
Medical Corps, Professor of Physiology in the 
University of Mexico. The equipment found 
within the venerable walls is modern and only 
the surroundings give the story of the great age 
of this fine old hospital. 
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Responsibility of the Trustee in Making 
the Hospital What It Should Be 


HONORABLE HARRIS BURNS, Secretary, Board of Trustees 
Birmingham Baptist Hospital, Birmingham, Alabama 


which the sick, the infirm, and the injured 

may receive the best possible medical, sur- 
gical, and nursing care. Its personnel and equip- 
ment constitute its most valuable assets for ren- 
dering service. No hospital can justify its ex- 
istence unless it has a corps of competent and 
efficient employees, always conscious of the great 


A HOSPITAL should be an institution in 


responsibility that rests upon them, and a plant - 


equipped to meet the most rigid requirements for 
technical skill, comfort, and safety. 


It is the duty of the trustees to provide the 
plant and equipment. It is likewise their duty to 
see to it that the closest cooperation exists be- 
tween the employees, from the laborers in the 
laundry to the general superintendent, and that 
the work of all departments be laid out, coordi- 
nated, and synchronized, so to speak, to such an 
extent that the hospital may perform a maximum 
service without lost motion or friction. 


So far as I know, only charitable or non-profit 
hospitals have boards of trustees. A charitable 
hospital does not mean that its facilities are fur- 
nished to all patients free of charge, but simply 
that it is organized not to make money, but to 
perform a real service to the community and to 
humanity. It cannot pay a dividend or distribute 
profits to any person or group of persons. The 
courts even hold that if a hospital is organized 
for purposes purely charitable, the fact that it 
charges those who are able to pay has the effect 
of enhancing the charity. Of course, such hospi- 
tals must accept charity patients as far as their 
means will allow. 


A Trustee Should Be a Well Balanced Business 
Man With Social Consciousness 


In discussing the responsibility of the trustee 
as affecting the success of the hospital, it is well 
enough to consider the kind of a man who will 
Make the best trustee. From my experience of 
fifteen years as a trustee I have concluded that 
not all good business men make good trustees. A 
great many of them are too busy with their own 
affairs and are totally lacking in social conscious- 
hess. The old and wealthy brother who is some- 
times placed on the board in the hope that he will 
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remember the hospital in his will, seldom attends 
a meeting and rarely makes a constructive sug- 
gestion—and rarely remembers the hospital in 
his will. Also you will sometimes see a trustee 
whose sole interest in the hospital seems to be to 
offer it the valuable services of some relative or 
friend as a paid employee. Such patronage is like- 
ly to be embarrassing. Then, too, I am sure it has 
been the experience of most boards of trustees to 
have an occasional member who is lacking in all 
the essential qualifications, somewhat like one of 
the ancient kings of England, who “never said a 
foolish thing, but never did a wise one.” 


It is not my purpose to level a general criticism 
at hospital trustees, and I certainly do not wish 
to imply that because a man is old and wealthy 
he is incompetent as a trustee, particularly if he 
is not far past that now remarkable age of seven- 
ty. What is really needed is that the trustee be a 
well balanced business man and possessed of an 
unusual degree of social consciousness. It is cer- 
tainly important in handling the affairs of a hos- 
pital that ordinary business methods and prac- 
tices gained in the successful conduct of the trus- 
tee’s own affairs be applied to running the hos- 
pital. However, in view of the fact that we are 
seeking to accomplish results not altogether meas- 
ured by the yardstick of dollars and cents, things 
that have to do with charity and human frailty, 
and which require a manifestation of some meas- 
ure of the milk of human kindness—I say, in view 
of these things, there is no place on the board for 
the ultra hard-boiled business man who insists on 
financial results, even where the extraction of 
money would mean hunger to destitute women 
and little children. 


The Size of the Board of Trustees 


On the question of the size of a board of trus- 
tees, I am sure you have heard it said that the 
best results can be accomplished by a committee 
of two when one of them is absent. In view of 
the necessity of a full attendance at meetings, I 
think a board of fifteen is too many. Seven is 
enough, and five would probably be better. 


If a board of trustees expect to experiment in 
the operation of a hospital and thus find from ex- 
perience the solution of their various problems, 
they are resorting to an expensive teacher. They 
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should acquaint themselves with hospital manage- 
ment in general and particularly with the prob- 
lems that concern their own institution. The ex- 
periences and results obtained from the efforts of 
hospital executives for generations back are avail- 
able in the form of books, current hospital jour- 
nals, and other publications. Every trustee should 
be a regular subscriber to at least one publication 
devoted to the problems of hospital management. 
I hope a great many trustees are attending this 
conference. It is an education in itself. The things 
that are discussed at hospital conventions are the 
very things that a trustee needs to know, and the 
knowledge thus gained will go a long way toward 
fitting him to meet the high responsibility he has 
assumed. 


A Trustee Should Be Acquainted With Every 
Phase of the Hospital’s Activity 


Making the hospital what it should be places 
upon the trustee the duty of delving into every 
phase of the hospital’s activity, and of knowing 
how to correct the evils when they are discovered. 


” If the institution has an endowment, the in- 
vestment of the funds, in times like we have gone 
through, will require the business acumen of a 
Solomon. Where there is no endowment or it is 
not large enough to support the charity require- 
ments, the trustees are faced with the necessity 
of devising a regular and systematic method of 
raising money from public subscriptions. This is 
an undertaking which must be wisely planned and 
carefully executed. 


The most important function of the trustees, 
from an economic standpoint, is to properly an- 
alyze the monthly financial statement and to be 
able to discuss with the superintendent just where 
the statement shows a weakness, if such is the 
case. The statement itself should be comprehen- 
sive enough to show the cost of each separate 
phase of hospital work, the exact cost of each de- 
partment, as well as an intelligent showing of the 
items of income. A careful study of this state- 
ment, including accounts receivable, will enable 
the trustee to keep in vital touch with the prog- 
ress of the hospital from month to month. 


It is surprising what comparatively small things 
frequently will spell the difference between run- 
ning at a profit and running at a loss. The judg- 
ment and experience of the entire board of trus- 
tees should be combined and concentrated occa- 
sionally with a view of determining whether or 
not the cost of operating the various departments 
is out of line. The operation of the laundry, for 
instance, may be costing a great deal more than 
it should. It is entirely possible that with a few 
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changes, alterations, or additions, a savinys of 
several hundred dollars a month may be made. If 
necessary call in an expert. 


Then, look into the buying of groceries and 
kitchen supplies. This is the largest single ex- 
pense of the entire hospital. A careful study of 
the method and quantity of buying, as well as the 
manner of consumption, may reveal another 
source of an unnecessary loss. May I caution you 
also to remember that probably not all of your 
employees, particularly in the laundry, the kitchen 
and the linen rooms, are obeying the command- 
ment that “thou shalt not steal.” A close guard 
against larceny is likely to result in a surprising 
saving. 


The hospital employee who contacts the patient 
or members of his family with reference to the 
payment of the bills should be an expert and a 
diplomat, both by nature and by training. For in- 
stance, if one such employee can collect from the 
patients only five per cent more than another em- 
ployee could where your monthly income is $20,- 
000, you will have an additional cash income of 
one thousand dollars a month. 


It is well that the trustees consider the experi- 
ment of an eastern cotton mill that was losing 
money. They called in an efficiency expert who 
made a careful study of the plant and recon- 
mended only one slight change, that is, that the 
pulleys on the belt shafts be increased a third in 
size so as to step up the speed of the machines. 
The management of the mill dubiously followed 
the suggestion, and to their great surprise made 
money from that time on. 


It is entirely possible that an occasional excur- 
sion by the trustees into the smallest details of 
the operation of the hospital may change a loss of 
a few hundred dollars a month to a gain of sev- 
eral hundred dollars a month. 


Employment of Personnel Should Be Left to the 
Superintendent 


Of course, the employment of the servants, 
cooks, orderlies, clerks, supervising nurses, and 
the selection of incoming student nurses should 
be left to the superintendent and the superinten- 
dent of nurses, but the employment of the super- 
intendent and the superintendent of nurses should 
be done by the board of trustees. During the first 
several years of our own operation of the hospital 
our board had at least average experience, I would 
say, in the hiring and firing of these two impor- 
tant officials, and by action of the board [ was 
always selected to do the firing. That is one thing 
in connection with the duties of a trustee in which 
I have become an expert. However, I am glad to 
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say that our present superintendents have been 
with us a great many years. 


If either one of these executives is lacking in es- 
sential qualities, such as knowledge, training, 
ideals, temperament, cooperation, or the ability to 
get results, then it is the plain duty of the trus- 
tees to replace the executive, for the reason that 
the great burden of the successful and efficient 
operation of the hospital will rest upon the should- 
ers of these two officials. 


In addition to the relation of the trustee to the 
hospital, there is a duty and responsibility to the 
public which he can likewise discharge. The good 
will of the hospital in the minds of the public 
must be fostered. The public should be educated 
to a proper appreciation of the hospital and to 
boost, support and patronize it. I think it is some- 
times advisable to do some lobbying in the state 
legislatures; they frequently pass laws affecting 
hospitals, and sometimes adversely. An outstand- 
ing example of this is the Workmen’s Compensa- 
tion law. That law, as it now exists in most of the 
states, relieves the employers of large groups of 
men and women from the full responsibility of 
taking care of their own employees injured in the 
line of duty and places at least a part of that re- 
sponsibility upon the hospitals in the community. 
That is one of the greatest injustices ever enacted 
into law. In our own state, the total amount pay- 
able to the hospital and the doctor’s bill has only 
recently been increased from one hundred to two 
hundred dollars for an injured employee, and it 
very frequently happens that the hospital bill 
alone amounts to more than twice that total sum. 
When the insurance company presents its check 
for the hospital’s pro rata share of the allotted 
sum, in most cases it must be accepted in full pay- 
ment of the bill. This injustice ought to be cor- 
rected. The legislatures should be convinced of 
the fact that industrial concerns are better able 
to take care of their injured employees than the 
hospitals are, or else hospitals, for their own pro- 
tection, ought to cooperate to the end that no com- 
pensation cases would be taken unless the full pay- 
ment of the bill is assured from some source. 


Trustees Have a Four-fold Duty in Operating a 
School of Nursing 


Another profound responsibility resting upon 
the trustees is the operation of the school of nurs- 
Ing. In that respect, we are both hospital trustees 
and school trustees. The duty of seeing that the 
furses are properly trained is four-fold. It ex- 
tends to the nurses themselves, to the hospital, to 
the doctor, and to the public. The young woman 
Who has decided to devote her efforts to the relief 
of human suffering deserves the best available 
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teaching and training. The success of the hospital 
will depend to a large extent on the efficient serv- 
ice rendered by its nurses. The doctor relies upon 
the nurse as one of his greatest aids in restoring 
his patient to health, and the public has a right 
to expect the highest degree of skill in the nurse. 


The standards of the nursing profession are 
fixed and determined, not by the nurses them- 
selves, but by the hospitals that select and train 
them. It, therefore, behooves us to apply the rule 
of the survival of the fittest. While it is not 
always possible, even by the use of the highest 
minimum standards, to select young women who 
are capable of making good nurses, still, at the 
end of the period of probation a fairly good ap- 
praisal can be made of them, and there should be 
no hesitation in weeding out, at that time, those 
who are found to be weak and incapable. Once 
the class is finally accepted, no effort and no rea- 
sonable expense should be spared in giving them 
the best possible care, discipline, schooling, and 
training. I believe that the value of the services 
rendered by the student nurse to the hospital 
should be determined and at least that amount 
spent on her training. If a hospital makes a profit 
out of its student nurses, then I am sure their 
training has been neglected. 


We owe to ourselves and to the nurse the duty 
of inculcating into the minds of the public a prop- 
er appreciation of and respect for the honorable 
profession of nursing. Finally, when she is grad- 
uated in a uniform of spotless white, it should be 
emblematic of precise knowledge, thorough train- 
ing, high ideals, and a lofty devotion to duty. 


True Charity 


In short, the responsibility of a trustee in mak- 
ing a hospital what it should be is a responsibility 
to society. What greater service can be rendered 
than that of furnishing proper facilities for the 
relief of physical suffering and for the saving of 
human life? 


Let us, therefore, make of the hospital an in- 
stitution where every possible safeguard is thrown 
around the health and life of the patient; where, 
for instance, when a mother of children asks for 
admittance for a serious operation, that she may 
confidently intrust herself into the willing hands 
that are there to serve her, with every reasonable 
expectation that she will be restored to health and 
return home to finish her mission of bringing up 
her children with loving care to become substan- 
tial men and women in the community. Such a 
service to humanity is priceless. - 


Since the duties of the trustee involve the execu- 
tion of a charitable trust, I think true charity 
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should be his nature and his responsibility. 
“Though I speak with the tongues of men and of 
angels, and have not charity, I am become as 
sounding brass or a tinkling cymbal.” 


Making the hospital what it should be is not 
alone the responsibility of the trustee. It requires 
the combined efforts of all—the doctor, the nurse, 
the orderly, those who prepare the food, those 
who support the hospital with their means, even 
if it be the widow’s mite. All of them shall de- 
serve this approbation: “And the King shall an- 
swer and say unto them, verily I say unto you, 
inasmuch as ye have done it unto one of the least 
of these, my brethren, ye have done it unto me.” 


In conclusion, I want to give you a short poem 
by Eleanor A. Chaffee, entitled, “Hospital.” - 


“Here pain is sent to sleep as tenderly 
As with its rise and fall the breast draws breath; 


And armor out of sure dexterity 
Is fashioned for the vanquishing of death. 


Here faith and resolution grow more strong 
To meet the tides that sweep against the soul; 


The heart assures itself, “‘ "Twill not be long.” 
And patience weaves the torn threads to a 
whole. 


Life renews itself in myriad ways 
Not all shown to the lens, the stethoscope. 


There is an understanding sight that stops 
The blade and spares the fragile bloom of hope. 


To blossom in a richer, freer soil, 
Such is the goal of this unfaltering toil.” 








Proposed Amendment to the Wagner Social 
Security Act 


Extension of Old Age Benefits to Hospital Employees 


TH the approval of the Joint Committee 
of the American, Catholic, and Protes- 


tant Hospital Associations, Congressman 
John W. Boehne, Jr., of Indiana introduced the 
following bill in the House of Representatives, 
April 15, 1937: 
H. R. 6442 
A BILL 

To amend the Social Security Act to include 
employees of organizations for religious, chari- 
table, and like purposes for old age benefits. 

BE it enacted by the Senate and House of Rep- 
resentatives of the United States of America in 
Congress assembled, 

That section 210 of the Social Security Act be 
amended by striking out paragraph (7) of sub- 
section (b) of section 210. 

Sec. 2. That paragraph (8) of subsection (b) 
of section 811 of the Social Security Act be 
amended to read as follows: 

“(8) Service performed in the employ of a cor- 
poration, community chest, fund, or foundation, 
organized and operated exclusively for religious, 
charitable, scientific, literary, or educational pur- 
poses, or for the prevention of cruelty to children 
or animals, no part of the net earnings of which 
inures to the benefit of any private shareholder 
or individual: Provided, that this exception shall 
not apply to section 801.” 


Title II of the Act defines Old Age Benefits and 
determines those eligible to receive these benefits. 
Accordingly, by striking out paragraph (7) of 
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subsection (b) of section 210, which is the ex- 
emption clause excluding employees of charitable 
hospitals from old age benefits, these employees 
would be granted the full benefits of the old age 
retirement provisions of the Act. 

Title VIII of the Act determines the taxes to 
be paid by both employees and employers for 
these benefits, section 801 determining the income 
tax upon the wages of employees. Paragraph (8) 
of subsection (b) of section 811, as it now stands, 
exempts both charitable hospitals and their em- 
ployees from their respective taxes. By adding 
the clause “Provided, that this exemption shall 
not apply to section 801,” tax exemption would 
continue for hospitals as employers, but their em- 
ployees would be subject to the established taxes 
for employees under the Act. 

The intent of the amendment therefore is to 
extend to the employees of religious, charitable, 
scientific, literary, and educational institutions, 
the old age benefits of the Social Security Act and 
to tax these employees for such benefits, but to 
continue the tax exempt status of the institutions 
themselves. This is in accordance with other fed- 
eral taxing measures, in which the individual is 
taxed but non-profit institutions of the type noted, 
are exempt. 

This amendment in no way affects the unem- 
ployment compensation provisions of the Act. In- 
stitutions of the type noted would continue to be 
exempt from taxation under this title and the em- 
ployees would continue to be exempt from these 
provisions. 
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The Ladies’ Auxiliary 


MRS. ARTHUR J. CROCKETT, President 


Massachusetts Memorial Hospital Aid Association, Boston 


Aid-Association or Ladies’ Ausxiliary leads 

absolutely a double life. It is, on the one hand, 
a distinct unit, and on the other, a small cog in 
the hospital machinery. Both of these aspects 
have to be considered. In its life as a unit it is 
practically independent, has its own by-laws, 
officers and committees, handles its finances 
through its own treasury, plans its own activities, 
is like any ordinary organized group. But when 
you come to the other side, its position as a cog 
in the hospital machinery, the problem is not so 
easy. An Aid Association can follow one of two 
basic policies. It may adopt the plan of a certain 
civic organization of which this was once said, 
“It is very successful in the art of interfering in 
somebody else’s business!” If it does thus choose, 
one thing is certain, it may have an exciting life 
and a merry one, but it will also be a short one! 


: ITS RELATIONSHIP to the hospital, the 


On the other hand, it may choose to perfect 
itself in the art of cooperating in what is every- 
body’s business. Of course, any sane group 
chooses this last policy, but even then it must go 
a step further. Besides planning to practice co- 
operation, it must at the start recognize clearly 
its limitations. It exists as an aid, pure and 
simple. It should be ready to respond to any re- 
quests for help and also to volunteer assistance 
in cases of evident need. But it should never, 
under any circumstances, feel free to criticize 
or interfere with any of the hospital policies, 
administrative or financial. 


The Cooperation of the Hospital with the 
Aid Association 


Now, then, if an Aid has adopted the idea of 
cooperation, and does clearly recognize its limi- 
tations, the hospital also has a part to play. To 
my mind, it should cut all red tape and make the 
approach to its officials easy. It ought to be pos- 
sible for any accredited representative of an Aid 
Association to talk freely with superintendent, 
with the head of the training school, with dieti- 
tan, housekeeper, or even the trustees, if occa- 
sion requires. If this condition of mutual desire 
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to cooperate exists, you have laid the foundation 
for a successful Aid Association. But it is only 
the foundation! The structure has to be built 
slowly with tact and patience. Members of the 
Association must show a friendly spirit, must 
keep their eyes and ears open and their mouths 
shut! That doesn’t imply “gag rule,” it only ap- 
plies to promiscuous talking. The officers should 
encourage talking when any one gets a “bee in 
her bonnet.” Let her tell the president about the 
“shocking bathrobes” being used in Ward A; 
about the “disgrace” of using paper doilies instead 
of linen on trays; about the “rude reception” 
some one had when he came to leave books for 
the library! The “Aider” will feel much better, 
and a wise president can easly show her that 
these are hospital responsibilities—not the Aids. 
Then, later, an offer to make new bathrobes, if 
needed, will generally solve that problem; and a 
quiet investigation of the “rude reception” gener- 
ally shows some little mutual misunderstanding, 
which can be easily smoothed out, if someone will 
take the trouble to do it! You cannot create 
confidence in a day or a year! It must be of 
slow growth. But when an Aid member is wel- 
comed by hospital officials; when the nurses smile 
at her and the clerical force say “Good-morning,” 
then you are on the road to success! 


Activities of the Aid Association 


Coming now to the work of the Association. 
Here, of course, you must necessarily have varia- 
tion, according to the type of hospital to be served. 
But in every case you can safely divide it into two 
classes, and in order to be “up-to-date,” we will 
call them the “stand-pat,” conservative routine 
work and the “New Deal” ventures. The routine 
work in our society is done under three heads— 
Surgical Dressings, Sewing and Distributing, 
each with its own chairman. The surgical dress- 
ing chairman, with the aid of several outside 
groups, makes all the surgical sponges and pads 
used in the hospital. In many Aid Associations 
the women meet regularly to mend and darn, thus 
keeping the garments in order. In our hospital 
this is all done by hired workers. The title sewing 
group with us is more or less of a misnomer. 
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Our women do practically no actual sewing. The 
hospital furnishes the material for all desired 
garments; this material is cut from our own hos- 
pital patterns at the cooperative work-rooms; 
the cut garments are sent directly to our sewing- 
rooms to be assembled. The women put with each 
garment the necessary tapes, buttons, etc.; tie 
similar garments into bundles of six or twelve, 
with a carefully made sample garment on top. 
These bundles are then put in charge of the Dis- 
tributing Chairman. She has a list of thirty or 
more women’s groups, in churches or clubs, who 
take our sewing for their work meetings. Bundles 
are sent or delivered on request, and the finished 
garments returned. This requires a careful check- 
ing system (quite complicated, I assure you), but, 
to the credit of the chairman and the outside 
groups, seldom are any garments lost. 


In addition to this assembling, our women strip 
cloth for all kinds of binders and tear surgical 
sheets, curtains, etc., which are also sent out for 
making. Since this work is all voluntary, it per- 
mits the hospital to have better material in its 
garments, at no greater cost than would be in- 
curred by purchasing ready-made ones. Also 
(and this, we feel, is a real asset) it is good pub- 
licity, as it creates an interest in the hospital, 
wherever the work goes. Last year we invited the 
heads of these working groups to visit us at one 
of our work-meetings, entertained them at lunch- 
eon, and then took them through the hospital. This 
did much to give them a real interest in us. 


Perhaps you would be interested to know where 
and when we work. Thanks to the hospital, we 
have a large work-room with plenty of suitable 
tables and our own electric machines. We have 
a distributing room, with shelves for storing gar- 
ments. There is also available for our use a small 
kitchen equipped with a gas-stove and sink. We 
have our own dishes and silver. 


We meet once a month regularly from October 
to May inclusive. Two of our members serve a 
twenty-five cent luncheon, which makes a pleas- 
ant social hour. 


The Aid Association and the Student Nurses 


While I hesitate to call it routine work, since 
it is so intensely human, the work for the stu- 
dent nurses should, to my mind, be a regularly 
accepted part of an Aid’s duties. We have at vari- 
ous times given books for their library, a balopti- 
con for use in classroom and for entertainment, 
and rugs and lamps for their rooms. Each year 
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we subscribe for four magazines for each of the 
three nurses’ homes. Each year we have either a 
tea or dance for the nurses. This year, at their 


. own request, we planned a sleighing party, but na- 


ture has been unkind in that respect! We shall 
have a picnic supper to make up for it later in the 
season. We have also twice completely redecorated 
their reception room at Vose Hall. Another very 
successful venture has been the financing of the 
Glee Club, with a paid director and weekly meet- 
ings. There are forty-five members and much 
enthusiasm. The group sang at the Christmas 
party, at a meeting of the Nurses’ Alumnae, and 
are planning a concert soon. With the music, it 
means several hundred dollars to finance it, but 
the pleasure it gives the girls makes it worth 
while. 


This routine work has also several little frills 
which might be mentioned here. Several of the 
“Aid daughters” make it their duty to look after 
the children on holidays. They provide some ap- 
propriate little gadget for each child’s tray on 
each holiday morning. The girls either make or 
buy them, and we finance it. Then, for the last 
two years, on Christmas morning every one in the 
hospital (patients, nurses and employees) has 
received a Christmas card with a written greeting 
from our group. Last year a well-known manv- 
facturer of greeting-cards gave us five hundred 
new ones as his contribution to the cause. It has 
also been a pleasure to act as hostesses at “Open 
House,” which the hospital has given twice 
recently. 

New Ventures 


But it is our New Deal ventures that have pro- 
vided us with our most interesting and varied 
work. Right here let me say, however, that in 
this field the safest way is to “Look before you 
leap!”—or, in other words, always first talk over 
any new venture with the superintendent and any 
other official who would be likely to be interested 
in it. Their practical experience is most valuable, 
and their backing necessary to success. It might 
also be well to consider the conservative members 
on your own Board—always a wise safeguard to 
any group. Approach a new venture gradually 
over quite a stretch of time, with ample chance for 
thought and investigation, and generally every- 
body falls into line. Perhaps here is a good place 
to tell you how our finances are handled. We havea 
Life Membership Fund which is kept intact as an 
emergency sinking fund. Our general fund takes 
care of current expenses. Then for years we have 
been accumulating what we have called a Building 
Fund, looking toward the time when we should 
have a new hospital. Into this fund have gone 
almost all the profits of our money-raising ven- 
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tures, and also any gifts which we have received. 
Thus, you see, we have had back of us a bank- 
palance which has made possible many of our re- 
cent projects. The last few years have been event- 
ful ones in our hospital. First came the concen- 
tration of all the general activities into one build- 
ing, which entailed much rearrangement and 
adjustment and, naturally, much extra expendi- 
ture. Realizing this, our group offered to entirely 
redecorate and refurnish all private rooms on one 
flor. This was done under the direction of an 
interior decorator who is an Aid member, and 
proved very pleasing to the private patients. Then 
to show you that we are also interested in prac- 
tical ventures, at about the same time we put in 
a much needed kitchen ventilating system, which 
improved kitchen conditions and prevented odors 
rising into the hospital. 


These things had hardly been done when plans 
for the new wing were under way. This was a 
real building proposition, and we began at once 
to sell the idea to our Board. There naturally were 
many and varied opinions about what our part 
should be. Almost.each member had a doctor hus- 
band who was interested in some particular phase 
of hospital activity. So right away we began to 
suggest that children were a common interest in 
almost every department. We asked individual 
women to “drop in” at the children’s ward and see 
conditions at first hand. This they did, and used 
their visits to advantage. So when some months 
later, at our request, we were given a list of some 
dozen or more projects which the hospital would 
be glad to have us finance, the way was easy. 
Unanimously we decided on the children! We 
financed the construction and fitting out of a 
Solarium in memory of our first president, and 
also made possible the equipment of an “up-to- 
the-minute” nursery. If you visit our hospital 
you will see them for yourself. Later on, we 
bought an electro cardiagraph, refurnished the 
lobby in Robinson, and fitted out two small rest- 
rooms on the surgical floor, for women doctors 
and nurses. Bed-pan washers were provided for 
three floors. It seemed necessary after the new 
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wing was completed to extend its modern arrange- 
ment of electric call and clock systems and radio 
into the older building. We have agreed to supply 
the funds for this work. 


Please do not think, however, that we are con- 
cerned only with material improvements. We have 
tried to help in other ways also. Several years 
ago a food clinic was suggested and we paid the 
salary of the necessary worker for a year, as an 
experiment. It worked out well and the hospital 
took it over. Our social-service head is anxious 
to have volunteer workers in the clinics. To have 
this done successfully means having intelligent 
backing. Three of our women have been visiting 
other hospitals, going to lectures and serving in 
clinics themselves. They will soon bring definite 
suggestions to our Board meeting. Another proj- 
ect in which we are much interested is occupa- 
tional therapy. Different aspects of the work have 
been presented to us during the year. It is the 
fond dream of some of us that we may perhaps 
finance a full-time worker for an experimental 
year. 


Helping the Hospital Finances 


Naturally, you will be interested in our ways 
of raising money. Our dues are two dollars, and 
bring between three and four hundred dollars 
into our general fund. We do all the regular 
stunts—card parties, luncheons, bridge, rummage 
sales. Two years ago we branched out, took our 
courage in our hands, and sponsored the Don 
Cossacks. We took over the entire Symphony Hall, 
for the Sunday afternoon, used the most modern 
means of publicity we could find, were successful, 
in clearing fifteen hundred dollars. In April we 
are sponsoring one night of the Gilbert and Sulli- 
van operas, taking over the entire Colonial Thea- 
tre for the event. 


So you see our work is never monotonous! You 
know the old proverb, “Variety is the spice of 
life.” It may not be dignified to say it, but if this 
proverb is true, an Aid Association should be a 
very “spicey” proposition, and should give zest 
and pep to the hospital which it serves! 








Dr. Simon Tannenbaum 


Dr. Simon Tannenbaum, a member of the 
American Hospital Association since 1919 and at 
the time of his death the medical director of 


Sydenham, New York City, died following a heart 
attac!:. 


Dr. Tannenbaum was internationally known as 
a hospital consultant and administrator. He be- 
8an « successful career as assistant to the super- 
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intendent of Mt. Sinai Hospital, New York, under 
Dr. Goldwater. He became superintendent of the 
Jewish Hospital in Philadelphia, and later re- 
turned to New York to become the head of the 
Beth David Hospital. The past year he has been 
interested in organizing the hospital service for 
the Hadassah unit in Palestine. - 

Dr. Tannenbaum was a sound and progressive 
administrator and his contributions to hospital 
thought have attracted a wide interest. 
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Hospital Administration as a Medical Specialty 


EMANUEL GIDDINGS, M.D., F.A.C.H.A., Medical Superintendent, Kings County Hospital 


HARRY CORDOVER, M.D., Medical Director, Out-Patient Department, Morrisania Hospital 
New York City 


ministration it is necessary to consider which 

avenue is most direct and vital. Since it is 
generally conceded the primary purpose of a hos- 
pital is the care of the patient, would it not be a 
good plan to begin the training of hospital admin- 
istrators with the most important duty in their 
anticipated career? Although they have had at 
least a year’s training on the wards, they still 
must learn not only the physical side but also the 
mental stress of patients and their families on 
admission to the hospital. While the necessity of 
well designed buildings, their proper maintenance 
and adequate equipment is fully appreciated, it is 
also realized that patients may be treated with- 
out the convenience of a hospital, or in an impro- 
vised one; but a hospital, no matter how modernly 
equipped, will not survive without patients. So it 
is the patient who requires the initial study—not 
only what to do, but, more important, the manner 
in which it is done. 


[: APPROACHING the subject of hospital ad- 


The problem of training hospital administra- 
tors has, for some time, been occupying a promi- 
nent place in the mind of the hospital world.’ 2 
Many suggestions have been made, but no prac- 
tical solution has yet been offered. At the present 
time apprenticeship to an administrator seems to 
be the most common plan. 


The American College of Surgeons recommends 
a theoretical preparation consisting of proper 
education, university training leading to a bacca- 
laureate degree, followed by an internship of one 
year. This plan was given a trial by the Univer- 
sity of Chicago. 


We have been experimenting at Morrisania 
City Hospital for the past year with a plan for the 
preparation of hospital administrators. Our basic 
assumption is that hospital administration is one 
of the newest specialties in the medical field. The 
candidate comes to us after graduation from med- 
ical college, and after having completed at least 
one year of internship. He must possess the po- 
tentialities of those characteristics of tact, man- 
ners, diplomacy, human element, etc., which are 
described so completely by eminent authorities.* **® 


The candidate must realize that to become a 
good administrator requires time; the time ele- 
ment is in relation to his interest in the subject. 
We have tried the following plan :— 
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The first six months he is assigned to the admit- 
ting office as admitting physician; the next six 
months he spends in the office of the medical su- 
perintendent as the administrative resident; then 
he is assigned to the out-patient department. 


The Admitting Office 


For the first three months he is placed on night 
duty so that he may gradually acclimate himself 
to his new surroundings and the new faces. Our 
hospital has certain traditions and customs which 
must slowly seep into the individual before he 
can perform to the best of his ability. Although 
we do not preach a chauvinistic doctrine, still we 
do say that we may approach perfection by the 
combined efforts of all. We attempt to develop an 
esprit de corps that will lead to cooperation and 
harmony in our hospital life. After this introduc- 
tory three months he is placed on day duty in 
the admitting office. This involves a great deal 
more of actual physical work, as we are far busier 
during the daytime. His duties here are the fol- 
lowing :—admitting patients, discharging pa- 
tients, treating emergencies and accidents, and 
supervising the interns on ambulance duty. 


Patients are referred for admission in several 
ways. They may be sent in by the out-patient 
department or by a local physician. After examin- 
ing the patient, the admitting physician decides 
whether or not the case is acutely ill. Acutely ill 
patients are admitted directly to the ward; non- 
urgent cases are referred to the investigators’ 
office first, for home investigation. If it is found 
that he has ample resources he is denied admis- 
sion and referred back to his own physician. If he 
is approved by the investigator’s office, he is given 
a date for admission. The admitting physician 
uses his best judgment to apportion these non- 
urgent cases to the various services so as to obtain 
an even distribution of work. This applies espe- 
cially to such cases as hernias, hemorrhoids, cit- 
cumcisions, and tonsillectomies. Some cases apply 
for admission directly without having been exam- 
ined previously. In these cases a careful examina- 
tion must be done to decide whether immediate 
admission is imperative. Cases are referred to our 
hospital by other hospitals, public and private, 
when their wards are overcrowded. These must be 
examined to check on the previous diagnoses and 
are sent to the proper services. The admitting 
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physician is always on the alert for contagious 
diseases, which when recognized as such are sent 
to the contagious hospitals maintained for that 
purpose. Occasionally a case of measles or scar- 
let fever in the prodromal stage slips by the ad- 
mitting physician. In due course of time the typi- 
cal signs and symptoms appear and the ward has 
to be quarantined for the length of the incubation 
period of that disease. This results in loss of work 
for that service with corresponding increased load 
to the nearby hospitals to which we must send 
other patients. Suspicious cases are detained in 
the admitting unit while appropriate smears and 
cultures are studied. We are also assisted by the 
diagnosticians of the Department of Health in 
settling doubtful cases. 


All cases discharged from the hospital are seen 
and signed out by the admitting physician. He 
thus has the opportunity of checking his original 
diagnosis with the final diagnosis. He may advise 
further care or follow-up in the clinic where 
needed. Some patients sign out at their own re- 
sponsibility for fancied grievances when they are 
still too ill to go home. The admitting physician 
tries to induce these people to remain. 


Another very important function is that of 
supervising the intern on ambulance service. 
Every three months a group of four interns comes 
on duty. These men have had at least six or nine 
months’ experience on the wards under super- 
vision of the attending staff but not on their own 
responsibility. It is the duty of the admitting 
physician to teach them the emergency measures 
for major injuries, such as the application of 
splints for fractures and the control of hemorr- 
hage in extensive lacerations. Minor surgical pro- 
cedures such as suturing, excisions, incisions, re- 
moval of foreign bodies, strapping and bandag- 
ing, and minor fractures and dislocations are 
done in the emergency operating room under the 
direct supervision of the admitting physician. 
The new interns are also taught how to operate 
the Drinker Respirator for artificial respiration 
and the portable inhalator for cases of respira- 
tory embarrassment due to any cause whatsoever. 
If the intern has any doubt concerning a case, he 
is instructed to bring it into the hospital, and the 
patient is examined with the admitting physician 
and they arrive at a diagnosis together. The ad- 
mitting physician thus has an important place on 
the teaching staff of the hospital. 


During his six months on duty in the admitting 
office the admitting physician comes into intimate 
contact with the daily life of the hospital. He 
benefits professionally by the wealth of material 
he sees passing through the emergency ward and 
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admitting office. With his previous medical train- 


- ing and internship he is now a competent clini- 


cian. He has met the members of the profession 
who practice in that locality and knows their 
problems and limitations. He knows how the pro- 
fessional part of the hospital operates and how 
to secure the aid of co-ordinating agencies. Most 
important of all, from the viewpoint of the ad- 
ministrator, the physician has seen the many dif- 
ferent ways to which many different people react 
in illness and injuries. The admitting office is 
the front door of the hospital; the first impression 
of the hospital by the public—whether for good 
or bad—is due to the admitting physician. The 
wise admitting physician, recognizing the psy- 
chology of disease, will take particular care to see 
that the public is pleased—for, in the final anal- 
ysis, the hospital is but an instrument of the 
community. 


The Administrative Resident 


During these six months the physician acts as 
assistant to the medical superintendent. Although 
he is presumably on duty from 9 a. m. to 5 p. m., 
actually he is readily available twenty-four hours 
daily, every day of the week. In addition to his 
duties in the office, (to-be described later), he 
also acts as relief admitting physician. He thus 
has three eight-hour shifts per week in the admit- 
ting office. His duties are so arranged that he is 
off call every other week-end. The week-ends that 
he is on duty he is the acting medical superin- 
tendent, under the supervision of the medical 
superintendent. 


The duties of the Administrative Resident may 
be outlined as follows: 


A Preparation of Abstracts 


a Hospitals 
Private Physicians 
Custodial Homes 
Lawyers 
Social Welfare Agencies courts, schools, 
etc. 


Patients 
Insurance Companies, benevolent organi- 
zations, etc. 


With the exception of hospitals, custo- 
dial homes and social welfare organiza- 
tions, all requests for clinical information 
must be accompanied by notarized authori- 
zations, signed by the patient or his legal 
guardian, and must be on file here before 
any information is issued. 


In all hospitalized cases, usually trau- 
matic, in which law suits for damages may 
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be brought, the patient or his legal guar- 
dian must sign an assignment of the hos- © 
pital costs before any information is issued. 


B General Assistant to the Deputy Medical 


a 


c 


Superintendent 

Auxiliary supervision of the house staff, as 
directed by the deputy medical superin- 
tendent. 

Auxiliary supervision of the employees, 
other than the nursing staff, under the 
direction of the deputy medical superin- 
tendent. 

Auxiliary approval of prescriptions, re- 
quests for laboratory procedures, also un- 
der direction of the deputy medical super- 
intendent. 


C Compensation and Liability Cases 


a 
b 


Sign all compensation forms. 

Fix prices for such surgical, medical or 
laboratory procedures as are not mentioned 
in the official price list. 


D Public Relations, Special Requests for Passes 


a 


Cc 


and Complaints 

Personal inspection of case records, x-ray 
films, etc., is not permitted, except for pur- 
poses of medical research and only upon 
approval by the superintendent. 
Information should not be given by tele- 
phone, except in the event that hospitals 
need such information for emergency treat- 
ment of the patient. 

Visiting at times other than the regular 
visiting hours should be discouraged. Ex- 
ceptions should be made where circum- 
stances warrant, using a human element 
for guidance. 

All complaints should be carefully listened 
to and an effort made to adjust the matter. 
A memorandum of essential facts in the 
complaint should be made. It is from this 
source that weak points may be remedied 
by a constructive criticism. 


E Transfer of Chronic Cases 


I 


Application for transfer of chronic cases is 
made by a member of the attending staff 
and the house officer. 


II Regular “Transfer” forms are filled in du- 


plicate and the chart brought to this office. 
A notice of transfer is then sent to the 
nearest of kin. Two days after the date of 
the notice the case may be transferred at 
any time and only a notification of the des- 
tination sent to the family. 


Chronic cases suitable for transfei are 
classified as follows (male and femaie): 
Medical 
Neurological 
Surgical 
Cancer 
Tuberculosis 
Custodial 
2 Acute cases suitable for transfer 
a Psychopathic 
Such cases which, because of uncontrol- 
able mental changes, are unsuitable for 
care in a hospital of this type, must be 
transferred to Bellevue Hospital. Such 
transfers must be initiated by a member of 
the attending staff and must be examined 
by a member of the neurological visiting 
staff, who must then record on the chart 
the opinion that the patient is psychopathic 
and should be transferred. Transfer sheets 
are filled out as in the chronic cases with 
the addition of a “psychopathic” sheet. 
Notification of the family is sent through 
the police, but only two hours is allowed. 
In cases of mania, Bellevue Hospital is 
asked to send an ambulance as soon as pos- 
sible. 
b Contagion 
Where contagious disease is discovered 
on the wards, a yellow “contagion” slip is 
filled in by the intern and the Department 
of Health notified by this office. The diag- 
nostician of the Department of Health ar- 
ranges for the transfer. The family is noti- 
fied of the removal to the contagious dis- 
ease hospital. 


III Methods for obtaining beds for “transfer 


cases.” 

1 The “Transfer Bureau,” at the central 
office, is called every morning for beds 
for all types of chronic cases with the 
exception of tuberculous, psychopathic 
and contagious cases. 

Beds for tuberculous cases are arranged 

for by the social service department, who 

also sent the initial notice of transfer 
to the family. 

Beds for psychopathic cases are obtained 

by calling Bellevue Hospital directly. 

Beds for contagious cases are arranged 

for by the Department of Health diag- 

nostician. 

A patient who is critically ill or who may 
become crititally ill as a result of transfer, 
should not be transferred. Cases of pul- 
monary tuberculosis with high tempera- 
tures should not be transferred. 


HOSPITALS 





F Physically Handicapped Children 

A physically handicapped child is de- 
fined as “one who-by reason of a physical 
defect or infirmity, whether congenital or 
acquired by accident, injury or disease, is, 
or may be, expected to be totally or par- 
tially incapacitated for education or for re- 
munerative occupation,” but, this shall not 
include the deaf or blind. 
Recommendations for commitment are 
made on certain forms in triplicate. They 
are then sent to the Bureau of Investiga- 
tion. Care should be taken that only such 
cases be recommended for commitment 
that are likely to remain here for longer 
than two or three months. 
When such cases are accepted, a certificate 
of commitment is sent to us. These cer- 
tificates have a detachable section which is 
filled out and returned when the child 
leaves the hospital for any reason. 


G Admission of Patients for Ward Treatment 
All cases of acute illness or serious in- 
jury are to be admitted to the wards re- 
gardless of economic status or place of 
residence, with the exception of contagious 
diseases, frank psychopathy or erysipelas. 
Such cases are hospitalized temporarily in 
one of the detention rooms in the admit- 
ting unit and arrangements made for 
transfer in the following manner: 
Contagious diseases are immediately 
reported to the Department of Health for 
removal to contagious hospital; psychi- 
atric cases should be reported to Bellevue 
Hospital and immediate removal re- 
quested ; cases of erysipelas should be sent 
to Bellevue Hospital by our ambulance 
after permission is obtained from an offi- 
cial of Bellevue. 
Cases other than those described above are 
to be admitted only after the patient is in- 
terviewed by our investigator. 
Medical Examiner’s cases, selected accord- 
ing to the published classification, are to 
be reported immediately, by the admitting 
physician to the Medical Examiner’s of- 
fice; suitably recorded in the proper record 
book and the report sheets filled out in 
duplicate. 
¢ All patients applying for admission should 
be examined by the admitting physician 
and a diagnosis made regardless of the 
source of the patient’s recommendation. 


H Examination and Medical Care of Employees 
and Nurses 
2 All nurses and all kitchen employees are to 
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be examined upon employment and are to 
be given annual physical examinations. 
While Wasserman examinations are no 
longer required by the Health Department 
for food handlers, we have continued to do 
them in order to be absolutely certain that 
none of our food handlers are in any way 
contaminated. 

Cases of mild illness or superficial injuries 
among the employees, are to be cared for 
by the physician. In the event of illness or 
injury which is likely to confine the em- 
ployee for more than a day, or which re- 
quires extraordinary treatment—he is ad- 
mitted to the wards. 


Medical Director of the Out-Patient Department 


After the year of preliminary training de- 
scribed above, one of the men is eligible for ap- 
pointment as the physician in charge of the out- 
patient department. The duties are listed as fol- 
lows: 


1 New patients are directed to the proper clin- 
ics. Written appointment slips are given with 
explicit directions. 


Nobody is ever refused treatment. If the pa- 
tient presents himself on the wrong day, or if the 
patient lives out of our district, or if he prefers 
further care by a private physician, he is given 
the necessary treatment for the time being. 


When a patient requests the name of a clinic 
physician, we comply, and make a written record 
for the protection of our doctors, so that they will 
not be accused of “lifting” cases. 


We are very careful in our handling of com- 
pensation cases. After the emergency treatment 
the law is explained to the patient and he is re- 
ferred to his family physician. Many times these 
patients wish to be treated further by a hospital 
physician. In these cases, as in others, where the 
individual comes in to request the name of a 
reputable doctor, we give a list of three doctors 
whose offices are in the immediate vicinity of the 
patient’s home; the patient then chooses one. 


2 An effort is made to direct the revisits of the 
patient to the same doctor who first treated him. 
This is not possible in all cases, as we have 
changes of services and absences of doctors with 
which to contend. We believe that both patient 
and doctor benefit as the same line of therapy is 
followed by the doctor, and he is able to see the 
end result. 


3 Supervision of the Intern Specialty Schedule 
—As explained in detail in a previous article (6), 
we have a six weeks’ period for the instruction of 
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our interns in the various specialty clinics. Two 
interns are on this service for each period, and 
the medical director sees to it that full advantage 
is taken of all the opportunities; he also helps in 
the teaching. 


4 Treatment of Clinic Patients During the Ab- 
sence of the Regular Physicians—The full respon- 
sibility rests with the medical director; however, 
as explained above he sometimes must have the 
assistance of the specialty interns for crowded 
clinics. 


5 Assignment of Non-Urgent Cases for Treat- 
ment—As explained in paragraph one—the medi- 
cal director tries to take care of these himself. 
However, when he is too busy, or if a complicated 
examination or dressing has to be done, he may 
refer the patient to the emergency ward where 
the admitting physician gives the treatment. 


Many cases are referred for admission to the 
hospital by the clinic staff. These cases are 
sorted; urgent ones are admitted immediately, 
while non-urgent ones are sent through the usual 
routine of investigation. 


6 Receipt and Adjustment of Complaints— 
Practically every complaint is based on fancied 
discourtesies of a doctor, nurse or attendant. 
Close investigation many times reveals that the 
complainant is the one who shows lack of consid- 
eration. At this point it might be appropriate to 
emphasize the following quotation concerning 
courtesy : 


“T cannot stress too much the importance of 
that term. It may be defined as your great de- 
fensive tool. In such an atmosphere we find 
self control, and where there is self control there 
is much less hazard of developing a negative at- 
mosphere of anger, suspicion or resentment. 
Therefore, adopt a uniform standard of courtesy 
and maintain it. There is no reason for being less 
courteous to the general public than to your chief. 
‘Thank you,’ ‘Please,’ ‘Good Morning,’ etc., does 
not require a defferential spirit and no intern 
should interpret it in such a way. People will 
respect you for its use. It is to be regretted but 
nevertheless true that the majority of complaints 
which the head of an institution receives nowa- 
days are concerning lack of either courtesy or 
consideration shown by employees toward pa- 
tients or the public. This dissatisfaction could 


have almost always been avoided had the offender 
used sufficient tact or been endowed with ordi- 
nary kindness. You must realize that the patient 
is not only sick physically but mentally and the 
same applies to his friends and relatives. Try 
not to give short and snappy answers to persons 
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asking for information. Courtesy and sympathy 
should prevail at all times.” 


7 Superivision of Records—Only staff physi- 
cians may consult our records. Others may see 
the records upon presentation of a notarized au- 
thorization signed by the patient or his legal 
guardian. Transcripts are furnished when re- 
quested by proper agencies. 


8 Preparation of Monthly Report to the Medi- 
cal Superintendent—This includes a statistical 
study, as well as new ideas, recommendations for 
improvements, and solutions of complaints. 


9 Checking of Doctors’ Attendance. 


10 Maintaining of sufficient medical and surgi- 
cal supplies. 


11 Supervision of Clinics in conjunction with 
Superintendents. 
Conferences 


Regular conferences are held once a month at- 
tended by the admitting physicians, administra- 
tive resident, physician in charge of out-patient 
department, the deputy medical superintendent 
and the medical superintendent. Current prob- 
lems are thrashed out, and an attempt is made at 
securing uniform methods in dealing with such 
problems. Since these problems involve every 
phase of hospital administration, no attempt is 
made at didactic teaching. When the problem 
arises it is discussed thoroughly from every angle. 
Reference is made frequently to that bible of hos- 
pital administration, “Hospital Organization and 
Management” by Dr. M. T. MacEachern. 


The men are encouraged to become members of 
the American Hospital Association, the Hospital 
Association of New York State, and the local 
County Medical Society. They are encouraged to 
attend the yearly conventions of these groups, as 
well as other local round-table discussions. A 
short course in hospital management was recently 
given, at one of the nearby universities which was 
attended by two of our men to their great advan- 
tage. Other hospitals are visited and their meth- 
ods studied. 


We believe that we have developed a method for 
training hospital administrators in as effective a 
manner as is now in use. The medical training of 
the physician is first enhanced, and then he grad- 
ually becomes acquainted with the various admin- 
istrative problems. As he shows a better knowl- 
edge of the solution of these problems he is given 
greater responsibility until finally as physician 
in charge of the out-patient department he as- 
sumes full control of one of the hospital units. 
Should his selected field be the municipal hos- 
pitals, he is now prepared for the examination for 
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deputy medical superintendent in the Civil Serv- 
ice classification, or for the position of assistant 
superintendent in the private hospital field. 


In our foregoing discussion we have stressed 
the importance of complete understanding of the 
patient as the highest function of the hospital ad- 
ministrator. However, we must recognize the 
fact that the hospital is composed of a number of 
divisions which are directy responsible to the ad- 
ministrator. Should he have as complete knowl- 
edge of these departments? 


The answer to the above question cannot be 
given without a certain degree of bias. “A jack- 
of-all-trades is master of none.” We agree with 
this statement. We should rather have our hos- 
pital division headed by specialists in their re- 
spective fields who work together with mutual 
respect for their limitations. The administrator is 
there to coordinate the work of his subordinates 
into one harmonious whole aimed at the welfare 
of the patient. The nursing department must 
always have a nurse in charge. The dietary de- 
partment presents problems that only a trained 
dietitian can solve. The out-patient department 
must work in harmony with the hospital under 
the supervision of one who knows the problems 
of both. The medical social service department 
takes care of a multitude of minutiae that re- 
quire only broad supervision from the administra- 
tor. The medical records department needs a well 
trained librarian with disciplinary powers de- 
rived from the office of the administrator. The 
business department must have a good office man- 
ager and accountant. The service department 
must have skilled technicians as the heads of the 





mechanical, maintenance, housekeeping and laun- 
dry units. These non-professional aspects of hos- 
pital administration are learned gradually by con- 
stant contact in our daily hospital life. 


In conclusion we emphasize that our plan leaves 
the candidate only at the threshold of hospital ad- 
ministration from which he must propel himself 
under his own power by means of membership in 
appropriate organizations, reading of related 
periodicals, attendance at symposiums, and con- 
stant intercourse with others in the same field. It 
is only by long experience in different hospitals 
with their own individual problems that the ad- 
ministrator gets that intangible “feel” and “sure- 
ness” that marks him as the trained man. The 
final product, the trained hospital administrator, 
the result of years of experience based upon pre- 
liminary training, is the ideal for us to approach 
for the betterment of the hospital and people of 
our country. 
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A Hospital Imposter 
Dr. Eugene Walker, superintendent of the 
Springfield Hospital, Springfield, Massachusetts, 
calls attention to the activities of transients mak- 


‘Ing a practice of seeking hospitalization unneces- 


sarily and reports a recent experience at the 
Springfield Hospital. 

The police brought to the hospital a man whom 
the hospital reports as being known as “Harold 
Quirk,” “Harold Clark,” “Warren Cornell,” and 
“Frank Goodwin.” He was an accomplished actor 
and gave every appearance of being in a critical 
condition due to some cardiac or respiratory acci- 
dent. Subsequent investigation showed that dur- 
ing the past ten years he has been picked up on 
the street by police and taken to hospitals in the 
following cities: Ware, Natick, Worcester, Fall 
River, Pittsfield, New Bedford, Springfield, and 
Chicopee, Massachusetts; Hudson, New York; 
Providence, Rhode Island; Wilkes-Barre, Penn- 
sylvania, and Canton and Zanesville, Ohio. 
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The man has worn a tracheotomy tube since 
1931. It was the intention of the Springfield 
Hospital to close this wound, as he did not appear 
to need the tube, and it would remove his chief 
source of appeal. The patient refused, however, 
and after six days left against the advice of the 
hospital. Final diagnosis was “hysteria and ma- 
lingering.” 


He was born at New Bedford, Massachusetts, 
on February 3, 1906, parents’ names being Sam- 
uel Quirk and Mary A. Brooks. His occupation 
is variously given as “teamster,” “sign painter,” 
and “circus hand.” His description is: slender, 
of medium height, dark hair and eyes, right arm 
flexed as a result of an accident, and multiple 
scars on abdomen and back—said to be the result 
of flying glass in an automobile accident. 


Dr. Walker expresses the opinion that what- 
ever can be done to curb this man’s hospital habit 
would be of help to both him and the hospitals. 
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Educational Opportunities in a Small Hospital 


JOELLE C. HIEBERT, M.D., Superintendent 
Central Maine General Hospital, Lewiston, Maine 


ern scientific practice of medicine can be 

summed up in the statement “combat disease 
with knowledge.” An intellectual approach toward 
the problem created by illness offers the greatest 
promise toward a satisfactory solution. When 
sickness comes, two questions present themselves: 
What is the matter ?—What can be done about it? 
In this paper, a brief outline is presented for your 
consideration calling attention to some simple edu- 
cational opportunities in a small hospital centered 
around the principle that with knowledge disease 
can be conquered and health be promoted. 


T= basic principle which underlies the mod- 


The primary purpose of the hospital is to heal 
and relieve those who are sick, using every neces- 
sary scientific method in the diagnosis and treat- 
ment of disease. What is the matter ?—What can 
be done about it? These are the queries that 
prompt the patient and his family to turn to a 
physician of their choice, hoping that he will help 
them solve the problem created by illness. It is 
not always easy to find out what is the matter, 
and sometimes it is very difficult to provide the 
necessary treatment. 


Educational Opportunities for Physicians 


During the last decades great strides have been 
made in medicine. New diagnostic procedures 
and treatment facilities have been discovered. 
When the physician first opens his office in the 
small community, he brings to it the knowledge 
and skill of his time as he acquired it in the larger 
medical centers. In ten, fifteen, or twenty years, 
many changes occur in medical procedures. It is 
obvious that if the patients in the smaller com- 
munity are to have the advantages of modern 
scientific medicine, the physician must keep what 
the New England Medical Journal,’ in a recent 
editorial, terms “professionally fit.” “A diploma 
from a medical school and registration by a state 
licensing board are together no absolute guaran- 
tee that a physician will conduct his practice of 
medicine in a way that is most advantageous to 
his patients, to the community as a whole and 
to himself. . . . Unless intelligent, diligent, and 
honest efforts are made to master the more im- 
portant current contributions to medical science, 
he gradually falls behind and becomes ‘profession- 
ally unfit’.” This problem is summed up well in 
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the Bulletin of the American Medical Associa- 
tion,” 


“1- Continual education of the physician is 
necessary in order to deliver satisfactory 
medical service. 


The rapid increase in medical knowledge 
makes it difficult for the individual physi- 
cian to keep well informed through his own 
unaided effort. 


The difficulties of the individual physician 
who desires to keep well informed are 
greatly enhanced because so much of his 
time and work must be devoted to general 
practice.” 


Hospitals have distinct opportunities in co- 
operating with the busy physician who often can- 
not leave his practice and return to a medical 
center for further study. Sometimes it is eco- 
nomically difficult for a physician to leave his 
practice. More often it is a certain loyalty to the 
patient who depends on him for treatment. In 
order to meet this need, small hospitals may make 
provision in their budgets for the establishment 
of post-graduate teaching clinics. These teach- 
ing clinics should be under the immediate direc- 
tion of a committee selected from members of the 
staff. If possible, the interest of an outstanding 
physician associated with-an educational institu- 
tion should be secured. The committee, with his 
counsel, can then arrange for a series of clinics. 
The following program has been in existence at 
the Central Maine General Hospital for seven- 
years: 


In 1930, the Board of Directors of the Central 
Maine General Hospital, together with a confer- 
ence committee of the staff, made the following 
recommendations: 


1 That ten post-graduate clinics be held at the 
Central Maine General Hospital either monthly 
or bi-monthly as may be recommended by the 
Graduate Teaching Service. A plan to place 
these clinics under the auspices of the Grad- 
uate School of Harvard University is approved. 


That Dr. Soma Weiss, assistant professor of 

medicine at the Harvard Medical School, head 

this service and recommend the associates. 
Dr. William B. Castle, assistant professor of 
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medicine at Harvard Medical School, is recom- 
mended as an associate. 


Objectives: 

a To elevate the standards of medical practice 
in this community and to keep them abreast 
with the rapidly increasing wealth of medi- 
cal knowledge and practice. 

To provide adequate consulting services to 
patients equal to those of large medical cen- 


ters which otherwise may be obtained at . 


great cost and effort. 

To create a Medical Center for the neighbor- 

ing districts at the Central Maine General 

Hospital. ; 
Cases for study: 

All house cases at the Central Maine Gen- 

eral Hospital. 

Private cases residing at the hospital at the 

request of the physician. 

Cases referred by members of the Central 

Maine General Hospital Staff. 

The choice of cases for presentation shall 

be left to the post-graduate teaching com- 

mittee appointed by the staff. 


Qualifications for attending clinics: 

a Preference in admission shall be given to 
members of the Central Maine General 
Hospital Staff. 

Fellows of the American Medical Associa- 


tion. 

Those invited through the courtesy of the 
Board of Directors and the Medical Staff. 

It is recommended that a liberal policy be 
followed in extending invitations and that 
formal invitations be mailed as may bes? 
insure a large attendance. 


The cost of each clinic will be $100 

This program has the following advantages: 

a Clinicians can be secured who are generally 
regarded as outstanding authorities. 

b Diagnostic and treatment problems of both 

hospital and private patients can be pre- 
sented at the clinics for the benefit of the 
patient and the physician. 
The visiting clinician, coming from a dis- 
tance, is the least likely to interfere with 
the economic aspects of the local practice 
of medicine. 


The teaching clinic is a continuous, well- 
planned, educational effort which is designed to 
benefit patients. Obviously, house officers, tech- 
nicians, and graduate nurses and pupil nurses all 
benefit from these clinics, which consist of the 
presentation of patients in the auditorium in the 
morning, ward walks in the afternoon, and lec- 
ture in the evening. Programs are planned so 
that the major specialties are covered period- 
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ically. One lecture annually is devoted to recent 
advances in medicine. Any physician in this 
greater community who attends these teaching 
clinics has many educational advantages without 
material interference with his private practice. 
The Commonwealth Fund has provided similar 
teaching clinics at the Franklin County Memo- 
rial Hospital in Farmington. The Bingham Asso- 
ciates have well-established teaching clinics at the 
Rumford Community Hospital in Rumford. There 
are many other similar institutions in New Eng- 
land where medical science is promoted by the 
staff in the form of monthly meetings. The clinics 
described above, however, are in addition to the 
usual activities of the staff, and probably cannot 
be accomplished without the sincere substantial 
support of the Board of Directors in the smaller 
hospital. 


Educational Opportunities for Nurses 


Not many years ago every small hospita! had 
a training school for pupil nurses. Even though 
the schools were often conducted by poorly pre- 
pared and overworked instructors, they repre- 
sented a group of adventurers, eager to learn and 
eager to teach. Many of the present leaders in 
the field of nursing come from these smaller insti- 
tutions. In a recent issue of HOSPITALS,’ Sister 
M. Laurentine, R.N., makes the following state- 
ment: “This nursing education, perhaps more 
than any other type of education, is a valuable 
preparation for life. Most young graduates look 
forward to establishing a home of their own in 
the not too distant future, where as wife and 
mother they may apply the principles of health in 
a particularly effective and satisfactory manner.” 


With the increase in medical knowledge came 
an increase in the demands made on nurses. This, 
and a surplus of graduate nurses, and certain 
agitation in the “Educational Field,” brought 
about the closing of many nursing schools. The 
closing of nursing schools does much more than 
limit the number of graduates; the spirit of scien- 
tific alertness that is constantly present in a 
greater or lesser degree wherever teaching is car- 
ried on, is lost. An atmosphere of inquiry that 
represents the opposite of intellectual stagnation 
is endangered, and many intellectual opportuni- 
ties for advancement remain dormant. 


Most of us would agree that it is difficult for 
the small hospital to offer a complete educational 
program for nurses. If a small hospital cannot 
give a complete course in nursing, it can, never- 
theless, have a part in the training of student 
nurses. It cannot cover the entire field, but it can 
cover a certain part of the educational program 
exceedingly well. If the pupil nurse can receive 
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proper instruction in the care of patients in a 
ward of twenty or thirty patients, she should 


receive equally valuable instruction in a small’ 


hospital having the same number of beds, pro- 
vided a well-trained supervisor-instructress is in 
charge and on duty in the small hospital. 


It would seem reasonable that every small hos- 
pital consider the possibility of an affiliation with 
a larger institution in order to reopen the school 
of nursing and provide a small segment of the 
pupil nurses’ education. This would not only pro- 
vide the benefits associated with teaching, but it 
would insure resident nursing service in the 
smaller communities. The teacher in a small hos- 
pital can make this course very desirable and keep 
alive the spirit of inquiry. If Phyllis A. Goodall, 
R.N., is correct “It requires more WOMAN than 
knowledge to make the best nurse. Let us con- 
sider the main requisites—health, honor, loyalty, 
cleanliness, kindliness, manual dexterity, love of 
humanity, desire to serve, a sense of humor and 
appreciation for beauty, a Christian heart, a 
modicum of intelligence, and a great deal of com- 
mon sense;” then a small hospital can have a 
definite place in the educational curriculum of the 
pupil nurse. One should hesitate to deny young 
women the opportunity of acquiring knowledge 
which small institutions are able to give them, 


especially since the imparting of knowledge does 
not impoverish the teacher. 


Educational Opportunities for the Patient 


When sickness comes, one often is amazed at 
the ignorance and credulity of otherwise intelli- 
gent people. Every hospital can take a part in 
the rising tide of sentiment in the medical pro- 
fession that doctors must give more time to edu- 
cating the public in health. The intelligent co- 
operation of the patient is often necessary if the 
treatment is to be successful or if immunity is 
to be established. The treatment of diabetes and 
tuberculosis requires a great deal of instruction 
to the patient. “Dr. Lawrason Brown, speaking 
on the role of education in the treatment of tuber- 
culosis, said that he looked upon the sanatorium 
as a sort of college where men and women were 
re-educated in a new method of living.” 5 


The hospital should be the center of public 
health activities. Dr. Wilinsky, in his article 
entitled “Public Health and Community Rela- 
tions,” ® makes the following statement: “In- 
creasing appreciation of the invisible lines of 
demarcation between preventive and curative 
medicine, the realization of the fact that these 
two very important aspects of scientific care 
must function as one, focuses attention upon the 
very essential and important part played by hos- 
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pitals in the promotion and protection of the 
public health.” 

At the present time, the several health depart- 
ments are interested in the care of crippled chil- 
dren and the treatment of venereal disease. In 
addition, more and better follow-up work is being 
done for patients discharged from tuberculosis 
sanatoria. All these activities should be conducted 
by members of the staff in the small general hos- 
pital. At the present time, the trend in health and 
welfare departments is to favor the establishment 
of pre-natal, post-natal, and well-baby clinics for 
those patients who are economically unable to 
secure the services of a private physician. Hos- 
pital authorities should have a very active part in 
formulating policies in order to bring about the 
desired results. 

While the patient is in the hospital, he should 
learn the basic principles of good living as per- 
tains to general hygiene. Food trays should be 
lessons in dietetics, and if possible the patient 
should learn something concerning the cause of 
the disease for which he is treated, how a recur- 
rence may be prevented, and if the disease is of 
an infectious nature, how not to transmit that 
disease to someone else. Educational opportuni- 
ties in the small hospital are really its responsi- 
bilities to the community. To the medical pro- 
fession, we owe every co-operation in their efforts 
to provide opportunities that would help them to 
keep abreast with medical knowledge. We also 
owe to the medical profession an educational pro- 
gram that would insure the present form of med- 
ical practice for many years to come. To the 

enurses, the hospital should offer a well-planned 

educational course given in affiliation with an 
established recognized school under the direct 
supervision of a trained instructress. 

Every hospital, no matter how small, may have 
a part in the dissemination of health knowledge, 
which is the most effective method in overcoming 
disease and prolonging life. Hospitals should be 
educational institutions in the communities which 
they serve. 


1Editorial, “Keeping Professionally Fit.”” The New Eng- 
land Journal of Medicine,” November 5, 1936, Page 887. 

2Farmer, Thomas P., M.D., Syracuse, N. Y. “The Edu- 
cational Program of a State Medical Association.” Amer- 
ican Medical Association Bulletin, June 1933, Page 91. 

3Laurentine, Sister M., R.N. “The Eight-Hour Nursing 
Day.” HOSPITALS—The Journal of the American Hos- 
pital Association, November 1936, Page 35. 

Goodall, Phyllis A., R.N. “Love or Lore—the Nursing 
Need?” HOSPITALS—tThe Journal of the American Hos- 
pital Association, September 1936, Page 86. 

5Hiscock, Ira V., Professor of Public Health, Yale 
School of Medicine. “Mutual Interests of Hospitals and 
Public Health Organizations.” HOSPITALS—The Jour- 
nal of the American Hospital Association, January 1936, 
Page 12. 

*Wilinsky, Charles F., M.D., Director, Beth Israel Hos- 
pital, and Deputy Commissioner of Health, City of Boston, 
Massachusetts. : “Public “Health and Community Rela- 
tions.” HOSPITALS—The Journal of the American Hos- 
pital Association, March 1936, Page 10. 


HOSPITALS 





a = 6 =a 


oa, Fa tot 


Newer Architecture of European Hospitals 
WILLIAM A. RILEY, A.I.A. 


Boston, Massachusetts 


stitutions, I was much interested in the 

hospitals of Europe. In 1934 I received 
a traveling fellowship in Architecture for the pur- 
pose of studying the planning, design, and details 
of hospitals overseas. 


A S an architect, specializing in medical in- 


My year abroad included visits to England, 
Ireland, France, Belgium, Holland, Germany, and 
Switzerland. Supplementing this, I journeyed to 
Stockholm, Sweden, for consultation work. 

I shall try to give you a few impressions of 
these institutions, calling your attention to their 
most prominent features and developments. 


England and Ireland 


Probably the better known hospitals of Eng- 
land are the Royal Hospital of St. Bartholomew 
and Guy’s Hospitals in London; the Smithdown 
and Walton Hospitals of Liverpool; Davyhume 
and the Royal Infirmary in Manchester. These 
institutions, some dating back to the year 1100, 
have from 800 to 1200 beds. They are noted more 
for their exterior architectural treatment and 
history than for their efficiency in planning. 

Most of the hospitals of England are supported 
either by the State or by voluntary contributions. 
Some of the larger ones are patronized by the 
Royal family. The wealthy patients in England 


Read at the Fifteenth Annual Meeting of the New England 
Hospital Association, Boston, February 26, 1937. 


An Aerial View of 


the Kent & Sussex Hospital, 
Tunbridge Wells, England 
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are denied the privilege of hospital care and are 
obliged to go to private hospitals or nursing 
homes, which unfortunately lack the facilities of 
the larger hospitals. 


Besides the earlier institutions, I found 
throughout England many interesting and mod- 
ern ones. Several of these are the Masonic Hos- 
pital at Ravenscourt Park, London; Kent and 
Sussex Hospital at Tunbridge Wells in the South; 
and St. Paul’s Hospital in Liverpool. Here one 
can receive valuable suggestions for the solution 
of perplexing hospital problems. 


The trend of the recent English hospital archi- 
tecture is towards a more compact plan. The 
long and narrow pavilions are disappearing. More 
and more, the British architects are following the 
American system of grouping the various depart- 
ments into multi-story buildings. This, I believe, 
is a more efficient and economical way to create 
better conveniences for the patient, doctors, and 
nurses. 

In many of these hospitals built since the World 
War, wards have become much smaller. Cubicles 
have been introduced, both the fixed screen and 
the movable curtain type. 

Story heights have been reduced, corridors are 
not only larger but better lighted. There is also 
a noticeable increase in the number of private 
rooms, with better toilet facilities. 











View of the Main Kitchen, National Maternity Hospital, Dublin, Ireland 


Kitchens, formerly located in dark basements 
or in isolated buildings, are now placed on the top 
floors, centrally situated and where there is bet- 
ter ventilation and light. 


The typical English operating room with the 
open drains at the floor, to which the drainage 
from sinks was conducted, is fast disappearing. 
Many operating rooms still retain the large oper- 
ating windows. However, in every other respect, 
they are well designed. 


The influence from the modern architecture so 
prevalent on the continent is clearly visible in 
these hospitals. The English architects are build- 
ing not only better planned hospitals but esthetic 
and imposing structures as well. 


It is interesting to note that the average stay of 
patients has shortened in the last ten years. This 
in itself is an indication of progress in English 
hospitalization. 


Of the several English hospitals I studied, the 
Royal Masonic Hospital at Ravenscourt Park, 
London, was the one that shows more clearly 
these changes and improvements. 


Ireland 


Upon my arrival I was introduced to the Irish 
Hospitals by Doctor A. F. Cooney, Secretary of 
the Irish Hospital Commission. 


The Irish hospitals are today undergoing 
changes in management. The Irish Free State 
Government is now taking the place of the orig- 
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inal voluntary support. The money obtained from 
the sweepstakes has reached into millions, and 
with this the Government can carry out much 
needed projects and improvements. Strange as it 
may sound, with the introduction of the sweep- 
stakes, this new source of revenue may cause se- 
rious problems later on, if discontinued, as volun- 
tary subscriptions are becoming less each year. 


The maintenance cost of hospitals was very 
low in 1934, but it is rising rapidly each year. 
Ireland, with a population of over 3,000,000 has 
a ratio of beds of 4.7 per thousand, which is about 
the same as in the U. 8. A. However, the average 
cost per day is only $2.00-3.00 as compared to 
our $5.00 average in Massachusetts. 


_The earlier Irish hospitals were similar archi- 
tecturally to those in England. That is, they have 
large wards with fireplaces as a feature. The bet- 
ter known hospitals are the Rotunda and Mater 
Miserarie in Dublin; and the Limerick Mental 
Hospital in the South. The Rotunda was the first 
Maternity hospital in Ireland. 


Recent hospitals show a vast improvement. The 
new Holles Maternity Hospital in Dublin was one 
of the best planned and equipped I visited in 
Europe. In this hospital electricity is the energy 
used in all heating, cooking, and _ sterilizing. 
Wards are small and there are many well- 
equipped private rooms. The color scheme used 
for all patients’ rooms was an unusual feature. On 
the first floor all walls, furniture, linen, and china 
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-were of light blue; on the second floor a light 
green color, and so on with each succeeding floor 
a different light restful color scheme. 

Heating of the building is by means of pipes 
imbedded in the ceiling, similar to the system used 
in England. The heating engineers claim that 
this system will give a more even distribution of 
heat. 


Very little thought is given to air conditioning 
outside of the operating department and this is 
true of most European hospitals. 


Another detail was the heating of doctors’ lock- 
ers. I considered this very practical as the 
weather in Ireland is very damp. 
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The Vestibule, The Royal Masonic: Hospital, London, 
The Two Centre Window-Mullions are in Black Belgian 
Marble, the Walls and Ceiling Being Cream in Color 


France 


In France, especially in Paris, the hospitals are 
quite old and of that arrangement of plan which 
occupies much ground. These earlier hospitals 
are noted more for their architecture than for 
their efficiency in hospital planning. The equip- 
ment, however, is high grade and the patients are 
given more consideration than formerly. 


A few of the better known hospitals are the 
L’Hopital de la Pitié, L’Hépital De Le Salpétri- 
ére, St. Joseph’s Hospital, and the Pasteur Insti- 
tute. The Pasteur Hospital, situated near the Pan- 
theon, is devoted chiefly to research work and beds 
are filled with patients suffering with infectious 
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Mater Miserarie Hospital, Dublin, Ireland 


diseases. Laboratory work is considered the most 
important of all. The Curie Pavilion of the Pas- 
teur Institute is very ‘Interesting and one can 
learn much of a technical nature concerning the 
rectified current and tubes. 


Many years before the great war the Pasteur 
Institute carried out the principles of preventing 
infection to a high degree. Here patients with 
scarlet fever, measles, diphtheria, and other com- 
municable diseases were cared for side by side, 
beds being separated only by glazed partitions. 
Relatives were permitted to visit the patients, 
communicating with them from the exterior of 
the building by means of open airing balconies. 


The American Hospital of Paris, at Neuilly, in 
the suburbs of Paris, is opened only to patients 
of American nationality and is the only perma- 
nent American hospital on the continent. 


This 150-bed hospital, costing over $1,000,000, 
was built just before the war and is one of the 
best in France. Here two-thirds of the beds are 
devoted to the medical department and one-third 
to the surgical department. This hospital stresses 
the importance of the physiotherapy department, 
which is quite true of most European hospitals. 











The American Hospital of Paris, Neuilly-Paris 














Hospital Beaujou, Le Nouvel Hospital, Beaujou de Paris, France 


The structure was designed by an American 
architect, and contains many American methods 
of construction. The building consists of two 
wings of five stories each, extending from a cen- 
tral building of similar height. Charming gar- 
dens and the beautiful park of Neuilly surround 
it. Architecturally this hospital, with its sound 
hospital planning and its well designed exterior, 
is worthy of mention. 


Onc of the very recent hospitals of France is 
the Beaujou of Paris. This multi-story, general 
hospital of over 1000 beds, shows the marked de- 
velopment in French hospital architecture. 


Some of the new features are the smaller and 
better equipped nursing units and the concentra- 


St. Pierre Hospital, Brussels, Belgium 


tion of services. Another is the added number of 
fast running elevators by which the service of 
personnel, food, and supplies are facilitated. 


One hears much in Europe today about the new 
functionalistic architecture. That is, that type of 
architecture which is living, truthful, and devoid 
of meaningless ornamentation. Beaujou is also a 
good example of this functionalistic architecture. 


Belgium 


In Belgium the earlier hospitals have the same 
architectural style as the French. The most pronm- 
inent Belgium hospitals are the St. Pierre, the 
Bergmann, and St. Jean all of Brussels. 

St. Jean and St. Pierre are both old institutions 
with a large number of beds. St. Jean is the only 
hospital I ever saw where the facade was literally 
covered with bronze tablets of famous doctors and 
men of science. St. Pierre has recently built a 
new pavilion, extremely modern, of colored con- 
crete, and containing many open solaria. 


These more recently built additions show im- 
provements both in plan and architectural han- 
dling. Attempts are being made to minimize and 
absorb sound by the use of resilient floor and ceil- 


ing materials. Many walls are covered with a 
washable paper which produced interesting color 
treatments and is durable as well. 


The Bergmann Hospital of 500 beds is known 
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for its cancer work. This hospital has a research 
department, a department for general medical 
and surgical work, and much time is devoted to 
the needs of each patient. 


Switzerland 


The International Hospital Association con- 
ducts post-graduate courses and study trips every 
second year. 


In 1934 the first meeting was held in Basle at 
the Basle Municipal Hospital, where delegates 
from all over the world assembled to discuss hos- 
pital problems. At the conclusion of this, mem- 
bers traveled by motor bus to Zurick, Lucerne, 
Berne and Leysin for the purpose of seeing the 
newer Swiss hospitals. Following the post-grad- 
uate course was the study tour to higher regions 
of the Alps at Arosa, Davos, Schuls, and St. Mor- 
itz. 


One of the many subjects discussed in Basle 
was the maximum size of a general hospital in a 
large city. After opinions from hospital execu- 
tives from many different countries were dis- 
cussed, it was finally agreed that 1000 beds was 
the largest number desirable. 


Returning to the hospitals visited in Switzer- 
land, it will only be possible to treat them briefly. 


New Pavilion, St. Pierre Hospital, 
Brussels, Belgium 


I was surprised and pleased with the numerous 
types of modern hospitals. 


Hospitals in Switzerland are chiefly subsidized 
by the Government. There is, however, a National 
Hospital Association which works for the interest 
of all hospitals. 


These modern general hospitals are constructed 
of steel and concrete along extremely modernistic 


The Lory Pavilion of L’Hospital de L’Ile, Berne 
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Typical Ward, Children’s Hospital, Elfenau, Berne, 
Switzerland 


lines, with emphasis placed upon airing balconies. 
These open balconies extend in most cases on 
more than one side of the building. 


Wards are small, few with more than four beds 
for adults and with approximately six for babies 
and children. In every case all patients’ rooms 
are situated with a southerly exposure, with the 
utility and service rooms opposite on the north. 
Beds are set parallel to the corridors. There is 
considerable attention given to the design of large 
windows. One could hardly blame the Swiss ar- 
chitects for building large windows, as the scen- 
ery is superb. The patients seek every opportu- 
nity to enjoy it. 


In many cases these windows, extending from 
the floor to the ceiling, are in various combina- 
tions of French windows with side lights, lead- 
ing directly to open balconies. As much as we 
might like to follow this in America, we have the 
problem of screening these openings because of 
insects, a problem not serious to Swiss architects. 


Operating rooms are large, in some cases pro- 
vision being made for two operations to be carried 
out simultaneously. European hospitals are noted 
for this. In Switzerland only the Professors are 
allowed to operate, and hospitals up to 1000 beds 
have only 3 to 4 large operating rooms. 


The operating rooms have large areas of glass 
for lighting, both on the outside and at the ceil- 
ing. Excessive heat generated from the sun rays 
are reduced by water curtains and there is also 
provision made for eliminating sunlight by large 
electrically controlled shades. 


The Deaconess Hospital at Neumunster, Zurich 
and the Berne District Infant Hospital at Elfe- 
nau, Berne, are splendid hospitals. 
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The new Deaconess Hospital at Zurich was 
completed in 1933, a 250-bed general hospital, at 
a cost of about $7000 per bed. This hospital is of 
four stories, of buff colored concrete and red tile 
roof. The building is “L” shaped and occupies 
about 18 acres of land. 


Patients’ rooms all face the south. There is no 
ward larger than four beds, and =“ rooms are 
conveniently located. 


The kitchen is located on the top floor where 
ample light and air can be provided. Both the 


_planning and equipment had been carefully 


worked out, and it was evident that expense was 
no object. Cooking was done entirely by elec- 
tricity. . 

At Elfenau, Berne, I found a small but well 
planned new children’s hospital. This voluntary 
institution, catering to diabetic ailments of small 
children, accommodated 90 children and 10 
mothers. 


This rectangular shaped, three-story pavilion, 
had at both ends circular glazed solaria and con- 
necting these were open balconies. The building 
is noted architecturally for its color treatment. 
Externally the walls are of colored cement with 
a deep blue color painted on the steel windows. 
The interior abounds in harmonious colors, both 
in the wall and floor treatment. 


Wards are of six beds, all leading directly onto 
open balconies, with beds arranged in the parallel 
system and glazed partitions separating each unit. 
Each ward has a linen cupboard built in, which is 
accessible from both sides. 


The latter part of the Swiss tour consisted of 
the inspection of tuberculosis sanatoria. 


At Leysin, at an altitude of over 5,000 ft., are 
the famous sanatoria under the direction of Doc- 
tor Rollier. These hospitals are well conducted 
and equipped and patients from all over Europe 
come here for treatment. Dr. Rollier explained 
with moving pictures his methods of treatment. 
His theory is, that fresh air, sunlight, and occupa- 
tional therapy are the fundamental factors con- 
ducive to the best results for curing surgical 
tuberculosis. 


Before leaving the hospitals of Switzerland, I 
should like to recommend these post-graduate and 


study tours. They not only furnish excellent op- 
portunities for Americans to see foreign hos- 
pitals, but also provide a very economical way of 
traveling in European countries. 


Germany 


Several months were spent in Germany, espe 
cially in Berlin and Hamburg. In Hamburg ! 
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Landhausklinik, Wilmersdorf, Berlin. View towards Southern Part, in the background 
Staircase, Doctors’ and Hospital Building 


was greeted by that famous hospital architect, 
Herr Distel. Through the kindness of this man it 
was possible to have explained the German sys- 
tem of hospitalization, which is quite different 
from those of other countries. 


Hamburg has many famous institutions. The 
larger and the better known are the Barmbeck, 
Eppendorf, and St. Georg’s Hospitals. These hos- 
pitals are built on the isolated or pavilion plan, 
each housing thousands of patients. 


Then there are also many good examples of the 
smaller type of private hospitals with the addi- 
tions and enlargements of which we deal with 
today in America. Of this latter type, there are 
the Bethanien Hospital and the new Jewish Hos- 
pital. 


The larger hospitals are well situated, som- 
occupying entire city blocks, and nearly all are 
controlled by the Government. Analyzing these 
hospitals, especially the more recent ones, I found 
that the planning was clean and incisive. 


The German corridors are large and always 
well lighted. Most rooms are located on one side, 
Save for the service rooms and stairs. Few oper- 
ating rooms are provided, due to the concentra- 
tion of hospital service in the hands of a few. 
The Germans do not hesitate to locate operating 
rooms on lower floors if found convenient. 
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Their therapy departments, such as hydrother- 
apy, heliotherapy and electrotherapy have a com- 
pleteness that would surprise many American 
hospital superintendents. 


Gardens are built on a large scale and are 
worthy of comment. They are a joy to every 
patient. This proves that not all thought is given 
to the interior while neglecting the surroundings. 


German hospitals divide their patients accord- 
ing to their maladies and their sex. Generally, 
the plans have distinct areas assigned to medi- 
cine, surgery, and obstetrics. Within these sub- 
divisions are the private rooms, intermediate and 





St. Antonius-Krankenhaus, Karlshorst, Germany 





wards; and there are more private rooms than 
any other. 


The kitchens are the equal of any in Europe. 
In the older institutions these are placed in sepa- 
rate buildings, centrally located, well lighted and 
well ventilated. In the hospitals built since the 
war, many have the kitchens built on the top 
floors, adequately equipped with the best mate- 
rials that can be purchased. 


In Berlin, as in Hamburg, there are also many 
good hospitals. A few of the larger ones are the 
St. Antonius-Karlshorst, Rudolph Virchow, and 
The Charite Krankenhaus. 


To me, the most interesting of the smaller hos- 
pitals was the Landhaus-Klink of Wilmersdorf, a 
suburb of Berlin. This small but extremely mod- 
ern “L” shaped hospital is well worth seeing. It 
is typical of the new German type, and shows 
how well the Germans provide for private rooms 
and the completeness of equipment. The only 
real bad feature is the lack of consideration given 
to the nurses and interns, who are obliged to 
travel great distances to utility rooms. 


The German hospitals, in my opinion, are well 
worth study, and now I come to Holland. 


Holland 


The hospitals of Holland are interesting and 
much like those of Germany. Here in this pic- 
turesque country of canals and windmills, I found 
the Dutch confronted with problems different 
from those of other countries. 


Most of the buildings are built upon piles. This 
necessitates making their ground floor above 
grade. Holland was the first country in Europe 
to adopt the modernistic style of architecture. 
Dutch hospital architecture is known for its ex- 
cellent brick work both in color, texture, and de- 


Gardens and New Isolation Building, St. Franciscus, 
Gasthius, Rotterdam, Holland 


Distances are comparatively short in Holland 
and it is therefore quite convenient to visit the 
various hospital centers. The St. Franciscus Gas- 
thuis of Rotterdam the Wilhelmina Hospitai in 
Amsterdam, the Psychiatric Clinic at Utrecht, the 
Zonnestraal Sanatorium in Hilversum and the 
Julian Kindergrekenhuis at the Hague were vis- 
ited. The Dutch hospitals are called Gasthuis or 
Guesthouses which is a very appropriate word, 
for the patients are well treated. 


The chief characteristic of the earlier hospitals 
is the adherence to the large wards. . Here, in 
many Cases, canopies are placed over the beds. In 
the maternity wards, babies in their gaily colored 
bassinets remain at the foot of the mother’s bed 
most of the day. 


The Dutch love color and details, emphasis be- 
ing placed upon door details. Whenever possible, 
sidelights are placed at both sides of doors to pa- 
tients’ rooms to provide shelf space for flowers. 


At the St. Franciscus Hospital in Rotterdam 
there was built in 1932 a new isolation pavilion. 
The design and plan is similar to the Pasteur In- 
stitute of Paris and is one of the best planned 
buildings for infectious diseases in Europe. ~ 


Not far from Amsterdam is the famous Zon- 
nestraal Sanatorium for occupational therapy for 
tuberculosis. This 300-bed institution, built a 
few years ago by the diamond workers of Am- 
sterdam, is noted for its efficient methods and 
high percentage of cures. 


Architecturally the buildings are unusual in de- 
sign. The administration building, with its 
curved smokestack, projecting balcony and rail- 
ings, and the large areas of glass, has the appear- 
ance of a modern ocean liner. This building is the 
main feature of a series of two-story patients’ 
pavilions, each connected by a combination dining 
and recreation hall with kitchens below. Not far 
distant are the various workshop and helps’ build- 
ing. 


The patients’ pavilions were designed to ac- 
commodate only 24 patients, 12 on each floor. 
Each patient has a private outside room with 
wash bowl, rest chair, desk, and radio. The en- 
tire front of these private rooms is glazed and 
only in extremely bad weather are the doors 
closed. 


Treatment consists of both rest cure and occu- 
pational therapy. A patient is permitted to fol- 
low his former work insofar as possible, com- 
mencing with small portions of work and increas- 
ing this under a prescribed medical plan. 


Dr. John Vanier, medical director, claims that 
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The Zonnestraal Tuberculosis Sanatorium, Hilversum, Holland 


“Occupational therapy is really a medical prob- 
lem with a social background.” 


Sweden 


At the termination of my hospital study tour 
in Holland I returned to America, only to be 
recalled a few months later, this time to go to 
work! The City of Stockholm had asked me to 
spend three months in Stockholm to explain the 
American methods of hospitalization, in connec- 
tion with the building of a 1500-bed hospital at 
Sodermalm. 


The Board of Health had established a research 
office under the direction of Sweden’s well-known 
hospital architect, Mr. Hjalmar Cederstrom. The 
purpose of this research work was to study thor- 
oughly the many departments of a large hospital 
by means of cooperation between doctors, nurses, 
engineers, and architects, so that when the plans 
are completed there will be no need for any altera- 
tions during construction. 


Research work is divided into administrative, 
medical, surgical, and technical departments. In 
each of these, experts had been assigned by the 
city to advise and assist the architects in the latest 
developments of hospital planning and technique. 


May, 1937 


Another feature of this office was the experi- 
mental department. This functioned much like 
that in large industries, where experimental and 
research work form an important part of actual 
production. One entire floor was devoted to the 
study of private rooms, wards, utility rooms, 
solaria, et cetera. So that those interested could 
see actual conditions, these units were all built 
to exact size, completely equipped. One can appre- 
ciate the need for this study when it is realized 














The Red Cross Foundation’s Hospital, 
Stockholm, Sweden 





New Central Hospital, Sé6dermalm, Stockholm, Sweden 


that equipment and rooms in a modern large hos- 
pital may be repeated several hundred times. 


A central record office was also established. 
Here the large amount of hospital material will 
be collected and filed systematically to form a 
permanent hospital bureau, available for all Swe- 
dish hospital people. This eliminates repetition of 
research work. Hospital architects throughout 
the world have been asked to keep this bureau 
informed of all new work. 


About one year was spent in this research work. 
Then final sketches with surveys of labor and 
material costs were presented to the City Council 
for approval before actual working drawings 
were prepared. 


There are several good hospitals in Sweden. 
A few well known in Stockholm are the Royal 
Serafimerlasarett and Sabbatsbergs Hospitals. 
The newer ones are the Red Cross Foundation 
Hospital, Beckomberga Sjukhuset, the New East- 
man Dental Clinic for children, and one of the 
largest when completed will be in Sédermalm, 
which I have previously mentioned. 


Swedish hospitals are quite modern in design. 
Patients’ rooms are usually on only one side of 
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corridors, similar to those in Germany and Swit- 
zerland. Very little attention is given to the ob- 
stetrical department, delivery being made in the 
patient’s room; in fact, this department in some 
hospitals is a series of private rooms with babies” 
washrooms adjacent. 


The Swedes are not fond of interior clothes 
chutes. Balconies are provided at frequent inter- 
vals where clothes may be aired and dust mops 
shaken, much to the discomfort of those below. 


Pharmacies are seldom located in the hospitals. 
This department is controlled by the Government. 
Apoteke, as they are called, are privately owned. 
Patients are obliged to go to these stores to receive 
their medicine, and prices are regulated by the 
Government. 


Operating rooms are divided into the septic 
and aseptic departments. In many cases these 
units are some distances apart. This practice is 
not only true of Sweden, but of other European 
countries. 


In conclusion, it is my. opinion that while we in 
America would not consider the duplicating of 
European institutions, nevertheless we can /earn 
from them much of the best hospital technique. 
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What the Hospital Expects of Its Social Worker 


CLAUDE W. MUNGER M. D., President 


American Hospital Association 


importance as an essential hospital func- 

tion. I attribute this to a number of dif- 
ferent influences. Not the least, is the growing 
understanding of the members of hospital staffs 
and hospital administrators of what medical so- 
cial work really is, and what it is capable of con- 
tributing in preventive and curative service, as 
well as that important function of clinching the 
gain which the patient has made while in the 
hospital. 


M EDICAL social work assumes increasing 


Other factors which have contributed to the 
progress of this specialized activity are: 


(1) The increased proportion of indigent 
or near-indigent patients in all hospitals, 
since the economic crisis. 


(2) The unavoidable decrease in the fre- 
quency with which the physician is able to 
maintain a close personal relation with ward 
(and other) patients. 


(8) Undesirable but also unavoidable in- 
creases in the clinic case-load of the individ- 
ual physician on the hospital out-patient 
staff. 


(4) Unprecedented adoption of social ser- 
vice techniques by the cooperating agencies 
of hospitals,—requiring more and better in- 
formation concerning hospitalized clients. 
The hospital, as the originator of social ser- 
vice, cannot lag behind other social welfare 
groups which have, so to speak, adopted its 
“baby.” The modern welfare department 
cannot receive the cooperation which it needs, 
from a hospital still without medical social — 
workers. 


(5) Similarly the hospital cannot obtain 
the maximum of possible help for its patients 
from outside agencies, without competent 
persons who know social service methods and 
who know what outside help is available 
and how to obtain it. 


Medical Social Workers Not Merely Dispensers 
of Petty Relief 


As far as I know, many hospital social service 
departments were founded upon the idea of the 
“lady bountiful.” In spite of early, quite clear 
definitions by Cabot, Cannon, and others, many 
hospi‘als are still using social service workers as 


_ 


i Pres nted at the meeting of the Illinois District of the Amer- 
can Association of Medical Social Workers, February 16, 1937. 
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dispensers of petty relief. Others make the mis- 
take of overburdening the workers with problems 
of financial investigation if not actual bill collect- 
ing. As I have emphasized when, at other times, 
I have addressed social workers, I do believe the 
practice of medical social service in its purest 
form, to be unattainable for most hospitals, and 
I am sure the social workers themselves, see need 
of better understanding of the more useful medi- 
cal social work functions by thousands of doctors 
and by hundreds of my colleagues in the field of 
hospital administration. While I will admit, 
openly, that I have no hope of banishing extrane- 
ous functions and services from our own depart- 
ment, I feel that we should work toward a more 
effective use of medical social work talent. 


In evaluating medical social work, the superin- 
tendent and the doctor should seek to learn the 
extent to which the department is working hand 
in hand with the physician, and making it possi- 
ble for his advice actually to be observed while 
the patient is in the hospital and also, in that 
oft-disregarded period after the patient leaves the 
hospital. 


Hospital social work in some quarters, is recog- 
nizing the advantage of clinical specialization for 
its workers. If a social service department is not 
sufficiently large or well developed to have special 
workers for each principal clinical service, it is 
at least possible for workers to concentrate upon 
two or more specialized divisions of the medical 
work, much to the advantage of the patient and 
to the end results of the doctor’s work. 


Value of Medical Social Service Not Understood 
by Average Physician 


To the medical social worker, her potentialities 
are usually clearly defined and self-evident. She 
must not forget, however, that much specialized 
study and experience has gone into the back- 
ground from which she draws her conclusions, 
and that, still more important, the average estab- 
lished physician has had no such formal instruc- 
tion in the social sciences in medical school or 
elsewhere. A few of the young men who occupy 
posts as interns and residents, in hospitals, have 
heard some allusions to these subjects, in their 
medical courses. As a group, doctors old and 
young, are largely virgin soil, as relates to an 
understanding of medical social work. 

Dean Bayne-Jones of The Yale School of Medi- 
cine gave an illuminating paper, last year, enu- 
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merating those fields of knowledge with which the 
physician should be familiar but which, because 
of already overcrowded curricula, the medical 
schools are forced to neglect. The list of these 
omissions is surprisingly impressive. The medi- 
cal social worker need not, therefore, be too im- 
patient with the doctor who fails to understand 
“what it is all about.” Although she may feel that 
her efforts to educate patients toward better coop- 
eration with their medical advisors, is her essen- 
tial function, she cannot reach her maximum 
effectiveness, unless she also brings her medical 
staff to an understanding of their part in the 
work she is trying to do. 

The hospital administration and the heads of 
clinical services should aid the worker in this 
necessary supplementation of the work of the 
medical schools. The greatest hope of effective 
understanding is in imbuing the hospital intern 
and resident with knowledge of and enthusiasm 
for medical social service. This instruction should 
be in the form of lectures, case reports, and round 
table discussions. If necessary, the administra- 
tion should make the instruction compulsory for 
house officers. The senior staff may be reached 
through presentations at staff meetings and by 
attendance at ward rounds by social workers and, 
in general, by never failing to show the clinician 
just what the social worker has done or can do, 
on a given case. 

Some social service departments use money for 
items of material relief which by proper ingenuity 
could be obtained from outside sources. This, of 
course, is a serious mistake even though it often 
pleases the worker and her committee ladies to 
dispense clothing, bottles of milk, layettes or other 
items for which the patient is grateful. I do not 
want to be misunderstood, emergency material 
relief is a proper hospital social service function, 
but dollars spent for it in duplication of outside 
community resources had, much -better, in my 
opinion, be put into increases in staff members 
and improved efficiency in the more truly social 
service functions. 

Complete Social Records are Essential 

Time prevents lengthy discussion of social serv- 
ice records. Suffice it to say that unrecorded activ- 
ities are almost as well not done. Complete social 
records are just as essential as is a complete story 
of the physician’s activities in a case. Unit filing 


is advocated and where social service records ap- 
pear upon the chart along with the clinical ep- 
tries, hospital staffs are learning rapidly the po- 
tentialities of medical social work. 

The hospitals, because of the frequent and in- 
evitable conflicts in ideas between medical and 
nursing -groups, have been described as “Battles 
of the Sexes.” The arrival upon the scene of the 
medical social worker has not always served to 
clear the smoke of battle—sometimes it seems to 
have augmented it. No department is worth its 
salt unless willing to put up a good fight, if need 
be, for its principles and its advancement; this 
must never be carried to the point, however, 
where a department becomes a disturbing rather 
than a helpful element in the hospital structure. 
Social workers, like doctors and nurses, sometimes 
assume omniscient attitudes, thereby stirring up 
unnecessary fuss. The sensible worker will try 
very hard to see the hospital as a whole and will 
not be so partisan to her own division of the work 
as to fail to see that it, as a part of the hospital 
picture, is getting out of focus. She will want her 
department to grow and improve but, unless she 
has poor judgment, will not expect that it can 
progress at the expense of equally essential hos- 
pital functions. In other words, she will strive to 
make social work an effective and truly helpful 
part of hospitalization, a fascinating and tremen- 
dously important combination of skilled services 
whose watchword must be “team-work” and in 
which prima donnas are neither useful nor tol- 
erable. 

Permit me to say for the American Hospital 
Association that we are proud to have as a most 
active and rapidly growing unit our Section on 
Medical Social Service. We welcome your partici- 
pation in our meetings because your work, as 
stated, is a very essential component of hospital 
work. Please continue to produce program which 
will attract a maximum number of administrators 
to the educating influence of your section. Attend 
some of the other sections and be educated your- 
selves. While you naturally have a stake in the 
national social work organizations, for the sake 
of your work and mine I would counsel you always 
to keep the problems and needs of the hospital 
and its patients in a prominent foreground posi- 
tion in your thinking, in your policy making, and 
in your activities generally. 








Hospital Care of the Aged 
“The Ohioan,” in its issue of April 7, reports 
the progress being made by the Ohio Hospital 
Association in its effort to have hospitalization 
extended to the recipients of old-age pensions: 
“Bill proposing reimbursement to hospitals for 
hospitalization of old-age pensioners has been 
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passed in the Senate and now goes to House for 
action. 
“It is estimated the measure would yield ap- 
proximately $500,000 annually to Ohio hospitals. 
“Governor Davey included proper hospitaliza- 
tion for aged on pension roster among his cam- 
paign planks last November.” 
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Getting Proper Publicity for Your Hospital 


JOSEPH P. LEONE, M.D., Superintendent 
Quincy City Hospital, Quincy, Massachusetts 


tries in the U. S. An amount exceed- 

ing millions of dollars goes for this pur- 
pose annually. Various industries and manufac- 
turers, and private organizations usually foot the 
greatest part of the advertising bill. Hospitals 
spend their share through means of annual re- 
ports and appeals—this really should be consid- 
ered in the printing expense account. 


A DVERTISING is one of the leading indus- 


Hospitals deal with sickness and death. This 
is of human interest, consequently one seldom 
picks up a newspaper without there being some 
news about some person in a hospital. There are 
industries which do not affect the individual di- 
rectly, but the hospital, which is one of the largest 
industries in the world, concerns each and every 
one directly sooner or later. The result of this 
association is hospital consciousness. Our leading 
_bankers, successful business men, and profes- 
sional men are usually found on the hospital 
Boards of Trustees. This alone is not enough for 
a successful hospital. It takes nurses, interns, 
kitchen help, housemen, wardmaids, laundry help, 
orderlies and maintenance men, etc. 


The Hospital and Its Personnel 


It is universally acknowledged that the head of 
an organization should be a leader and not a 
driver. The hospital can be compared to the mod- 
ern stream line automobile, the personnel making 
up the different parts of the motor, the wheels, 
etc. The finances take the place of the gasoline 
and oil, while the superintendent who should set 
the pace in an institution is the chauffeur. A good 
chauffeur does not press his foot on the accelera- 
tor at all times. He drives moderately and obeys 
the traffic laws, and operates his car according to 
road conditions, otherwise an accident follows in 
which the driver or some other person is injured. 
There are certain laws in hospital management 
which are violated when a superintendent is not 
open minded to suggestions and criticisms about 
his hospital. Then he is breaking its law, injuring 
himself or someone else, as one does in breaking 
the traffic law. The superintendent must have, 
besides a well rounded education, other qualifica- 
tions, such as, personality, tact, leadership, pa- 
tience, kindness and sympathy, executive ability, 
and a judicious mind. 


a 


*Presented at the meeting * beg New England Hospital Asso- 
ciation, Boston, February 27, 
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A superintendent or director should do as 
Henry Ford does. We are told that this outstand- 
ing magnate is rarely found in his office. He is 
always on the go in and about his plant, so that 
he can see for himself what is actually going on. 
On his tours he talks and chats with his men. By 
so doing he instills confidence in them and creates 
that wonderful spirit of loyalty and cooperation 
between employer and employee. He gets first 
hand information about the plant. 


A competent $20.00 a week clerk can tend to the 
bookkeeping, compile statistics, records, etc., but 
only a successful superintendent with plenty of 
P. Q. (personality quotient) can make the rounds 
of his institution and go among his patients, 
nurses, and employees to promote that spirit or 
feeling of personal interest which is so essential 
in the environment of a good hospital. There are 
several hospital superintendents who are leaders 
in the hospital world. These men have found time 
to visit the patients while they were in the hospi- 
tal. These patients sooner or later are discharged 
from the hospital and always remember that they 
were called upon by “The Superintendent.” In our 
hospital over 6000 patients were admitted and dis- 
charged during the year, and at some time or 
other during their stay in our hospital, I found 
an opportunity to say, “How are you feeling to- 
day? I hope all is going well with you. Are you 
getting plenty to eat? Are the nurses taking good 
care of you? You are looking better today.” And 
to those who were leaving, “Now take good care 
of yourself!” These are a few of the expressions 
used, they are simple statements, and take very 
little of the superintendent’s time. 


The Patient and Hospital Publicity 


Satisfied patients go out and speak well of 
your hospital. They pay their hospital bills (when 
they can) and give when an appeal is made for 
the hospital. Incidentally, after these patients re- 
turn to their work, they tell their employers and 
fellow employees how wonderfully they had been 
treated at the hospital. The employer becomes 
interested and is apt to be more generous with 
the hospital. 


It is necessary to dwell at length on the hospital 
because it is the main source of material for pub- 
licity. Any national concern must have a good 
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product before they can really advertise it—so 
with the hospital a “satisfied patient” is its prod- 
uct. To produce satisfied patients many things 
must be done at the hospital by its entire staff. 
The patient, upon entry, must be properly met by 
the admitting officer, and the hospital bill and 
charges should not occupy the entire conversation 
with the patient. Then with care and caution the 
patient, if unable to walk, is wheeled to the ward 
or room. The receiving nurse or orderly must 
continue handling the patient with care and with 
the sole purpose of making the patient comfort- 
able. And so on through the entire stay. A call 
by the dietitian to talk over menus is very desir- 
able. The nurses who are in constant attendance 
are primarily responsible as to whether a patient’s 
stay is made comfortable or otherwise. The oper- 
ation, the doctors, the medicines, other hospital 
employees are accessories though very essential 
and necessary. 


The Role of the Hospital Employee 


The superintendent and his entire staff and per- 
sonnel create the environment and atmosphere in 
an institution. Neatness, cleanliness, and quiet- 
ness are necessary factors in a well-ordered hos- 
pital. In order to achieve these essentials it is 
necessary to have cooperation from all depart- 
ments and their members. Only by being consid- 
erate and understanding of the employees can we 
expect their help. Unfortunately, it is a well 
known fact that generally hospital employees are 
poorly paid. Can we as hospital employers expect 
to attract the better employees to our institutions 
at a lower salary than is paid them by other insti- 
tutions in the community? 


Hospital employees should be given a living 
wage. Working conditions should be good in hos- 
pitals. Whether the hospital be large or small 
provision should be made for locker rooms and 
showers. A recreation or rest room should be 
provided, especially for the ward maids and 
kitchen help, who have a long day and often travel 
a long distance. Outside activities such as card 
parties, dances, bowling, horse shoe pitching, etc., 
should be encouraged among employees. Competi- 
tive spirit in these games creates a spirit and 
interest among the employees which is beneficial 
to the hospital. In case of illness the nurses and 
all the employees of a hospital should be given 
general care free of charge. Their immediate 
relatives should either be given free treatment 
or reduced rates. The reason for this is the fact 
that hospital employees receive low wages and are 
therefore entitled to this service. The hospital 
does a great deal of charity work in the commu- 
nity, and after all does not charity begin at home? 
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The Nurses 


With healthy, happy nurses and other hospital 
employees, the patient gets the full benefit of hos- 
pital service. The personnel create that confi- 
dence in an institution which is so essential in 
making people well. 


Contented and happy nurses are a necessity 
and are a great asset to the hospital. This may 
come as a result of an active and interested alum- 
nae group. Regular meetings of the nurses, held 
at the nurses’ home or any other of the hospital 
buildings, should be encouraged. 


You can find equally as good spirit among other 
hospital alumnae, but I doubt if the cooperation 
and the enthusiasm of the Quincy nurses can be 
surpassed anywhere. Invariably in all the com- 
plimentary letters we receive the good work of 
the nurses is always mentioned by the grateful 
patients. This is appreciated by any hospital ad- 
ministrator, I am sure. 


What are we doing for the nurses at Quincy? 
In case of illness we give our hospital services 
free of charge to all graduates who are active in 
the profession of nursing. Single or special room 
accommodations are given when available. The 
alumnae have refurnished one private room. The 
use of this room is given to the graduate who is 
in good standing in the Alumnae Association. 


Ping pong tables and tennis courts have been 
provided for the student nurses. The hospital aid 
has built an outdoor fireplace for our nurses, and 
before long they will have the use of an outdoor 
shuffle board. Teas for nurses are given periodi- 
cally by the hospital aids. An attractively fur- 
nished locker room and rest room for special 
nurses, with comfortable chairs, is a demonstra- 
tion of the administration’s interest in the wel- 
fare of the nurses. 


Everything within reason should be done for 
the health and happiness of the nurses, and in 
return the hospital is compensated by loyalty, co- 
operation, and better service. 


The Interns 


The interns in most hospitals are just tolerated. 
Perhaps we should give them some thought. Do 
we realize that the house officers do 24 hour duty 
as well as the superintendent? In the larger 
hospitals these men receive no salary. These 
young doctors go to a hospital for training and 
the institution gives them an opportunity for it, 
but the young men need something else. They 
are entitled to good’ food and comfortable and at- 
tractive living quarters. They need recreation 
as well as some time off. Outside activities such 
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as tennis, squash, ping pong, etc., help develop 
the physical side of an intern which is too often 
neglected in the larger hospitals. 


Weekly conferences with the departmental 
heads have been a great means through which the 
director is able to get over to the employees what 
he is trying to achieve. We should not take things 
for granted by not taking our assistants into our 
confidence. 


Besides satisfied patients and hospital person- 
nel, it is necessary to tell the public what the 
hospital is doing and what it is trying to do. Also 
it is necessary to inform the citizens of the com- 
munity of the various needs of the hospital. 


The Training School Committee meets monthly 
at the hospital, and at this time matters of impor- 
tance are discussed. This group is in a position to 
interpret the standards of the hospital and the 
school. The Social Service Committee does the 
same thing. 


Civic Clubs 


The Kiwanis Club conducted one of its meet- 
ings in the hospital. The members hired their 
own caterer and had their luncheon meeting in the 
staff room. After luncheon the entire group was 
taken through the hospital. It was one of the 
best attended meetings of the year. 


The Civic Authorities 


The city council in municipalities is the body 
which usually passes the yearly appropriation for 
its hospital. Only through some knowledge of 
what the hospital is doing and wants to do can 
these well-meaning citizens act with intelligence 
on the yearly hospital budget. At least once each 
year they should be conducted through the hos- 
pital and shown each and every part of it in 
detail. If a new piece of apparatus is to appear in 
the budget, the superintendent should go into 
detail with this body to show them the need of 
such equipment. For instance, take the laundry 
equipment, this must be replaced from time to 
time. Like other hospital equipment some laun- 
dry machinery runs into four figures; the council 
will be interested in learning if value is received. 
Show them how the patients are cared for, the 
personnel necessary to run your hospital. Im- 
provements that have been done during the year 
should be pointed out on this tour. 


After you have taken about two or more hours 
in showing your hospital to these men a lunch or 
buffet supper is always in order and appreciated. 
After luncheon, a general discussion about hos- 
pital finances, expenses, etc., follows. This is an 
opportune time to talk about the program for the 
coming year. Then when the superintendent 
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appears before the council later for the budget, 
and the councilmen have the figures before them, 
the budget can be discussed and understood. 


Being the one and only hospital in Quincy, and 
that a municipal institution, the local papers have 
taken a greater interest than is usually the case in 
a larger community, or if we were a private insti- 
tution. Some of the publicity given has been un- 
warranted, but on the whole the newspapers have 
helped to stimulate an interest in our hospital. We 
are trying to work with the newspapers by giving 
them news stories as they occur in the hospital, 
such as accidents, births, ete. We cooperate with 
the police fully by reporting all accidents regard- 
less of cause. 


There are various means used to make citizens 
hospital conscious, but in Quincy we have used 
the following procedure to inform our people. 


National Hospital Day 


Periodically, and especially prior to National 
Hospital Day, there appeared in our home papers 
articles describing the work of the hospital. Some 
of the material was obtained from the library of 
the American Hospital Association. 


We observe National Hospital Day on May 12, 
and for at least one week prior to this date two 
of our local theaters ran three minute trailers, 
announcing that Hospital Day would be observed 
at the Quincy City Hospital, and inviting the 
patrons to visit the hospital on May 12. All the 
churches, and the various women’s clubs were 
contacted. Posters were put in windows at busy 
intersections. A group of pictures, nursing dolls, 
old and new surgical instruments, and many other 
interesting articles were displayed in a window 
in the center of town. Feature articles were writ- 
ten on the hospital and post cards were mailed to 
several hundred friends of the hospital. 


A representative from each of 50 different 
women’s organizations was asked to serve re- 
freshments on the hospital grounds. 


High school girls acted as ushers in showing 
people through the hospital. 


Refreshments were donated by friends of the 
hospital. 


The program consisted of outdoor exercises at 
which short talks were made by the mayor, sec- 
retary of the Board and superintendent of the 
hospital. Music was given by a WPA orchestra. 


Patients who were able to be up witnessed the 
program along with several hundred visitors. 


Hospital Motion Pictures 


The method which has been found to be most 
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successful has been through means of a movie 
taken of the various departments in action. Two 
hundred feet of moving pictures were taken. It 
takes but 10 minutes to show this movie reel, and 
in this brief time one gets a complete picture of 
the hospital. We have been able to show these 
movies to several community organizations in 
groups of 50 to well over 200. This takes much 
less time and it seems more effective. The picture 
is preceded by a talk about the various rules and 
regulations, especially those rules which are usu- 
ally misunderstood in all hospitals. 


Talks by the superintendent and movies of “The 
Hospital in Action” were shown during the year 
to the following community organizations: 


Kiwanis Club 

Rotary Club 

Council for Social Agencies 

Bethany Mothers’ Club 

Makaria Club, of Bethany Church 
Quincy Bus. & Prof. Women’s Club 
Montclair Improvement Association 
Quincy Federation of Women’s Clubs 
The Quincy City Club 


Jewish Women’s Club of Quincy 


In other institutions hospital aids, sewing clubs, 
ladies’ auxiliaries and patients’ library commit- 
tees meet at the hospital with the superintendent 
to discuss the needs of the hospital and to plan 
activities for raising money. To raise funds for 
hospital use is an admirable thing, but we as 
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National Hospital Day 
Store Window Display 


superintendents should not place all the emphasis 
on money. We should acquaint these various 
groups with the hospital’s problems—such as col- 
lection of bills, the necessity of rules and regula- 
tions—and through them spread propaganda in 
the community that the local hospital be patron- 
ized, especially among those people who are apt to 
require private room accommodations. Get the 
women to come to your hospital to have their 
babies. Explain to them the many advantages. 


In return the hospital can make an extra effort 
to attract patients by offering extra service with 
very little or no extra cost, such as having a room 
where expectant fathers can wait, or relatives of 
very ill patients who need to stay at the hospital 
for any length of time. Some hospitals discour- 
age relatives waiting around the hospital; others 
see that they are well taken care of, by establish- 
ing rest rooms, cafeterias, etc., for them. The 
relatives of today are the patients of tomorrow. 


The railroads of today are a good example of 
what can be done to increase passenger service, 
increase revenue and dividends. They have re- 
duced rates and have increased their services. 

Perhaps the hospitals can take a tip from the 
railroads in cutting their annual deficits by offer- 
ing services to relatives and friends of patients 
who visit the hospital. 

During the year at Quincy over 100,000 visitors 
come to the hospital. This does not include the 
patients admitted or treated in the accident room 
and physiotherapy department. 
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A New Children's Clinic for Psychological 
Medicine 


WILLIAM A. HAWKE, MD., M.R.C.P. 
and 
J. D. GRIFFIN, M.A., M.D., D.P.M. 


Toronto, Ontario, Canada 


dren, Toronto, through its Board of Trustees 

and the physician-in-chief has recognized the 
needs of the so-called “problem child.” In 1919 
the first attempt to provide a service resulted in 
the formation of the Neurological Clinic. This 
clinic, open to children showing neurological con- 
ditions or behaviour problems, began with an at- 
tendance of 175 during the first year, but the de- 
mand upon the clinic grew so rapidly that there 
were over 1,700 patients seen during 1936. It 
became evident that a larger staff and more spa- 
cious quarters would be necessary to handle this 
increased attendance. This demand was met by 
the hospital and as a consequence His Honor the 
Lieutenant Governor of Ontario opened in Janu- 
ary, 1937, the new Clinic for Psychological Medi- 
cine. 


Fe many years the Hospital for Sick Chil- 


Already a great variety of problems have come 
to the clinic, ranging in severity from thumb 
sucking to arson. In order to appreciate the prob- 
lems presented, a rough classification of these 
may, be given. 


I. Problems of Habit Formation—Under these 
are included difficulties in the formation of the 
common habits of eating, sleeping, elimination, 
and sex. In addition, there are the undesirable 
habits such as nail biting, thumb sucking, and a 
great number of habitual tics. 


II. Problems related to Mental Retardation— 
The actual retardation is incapable of correction 
but the associated situations are capable of modi- 
fication. The harassed child or parent may be 
relieved through the judicious use of some com- 
munity resources—usually those of an educational 
nature, the special schools, auxiliary classes, etc. 


III. Problems related to Emotional or Person- 
ality Disorders—These include the shy, timid 
child, the fiery, aggressive one, the anxious, fear- 
ful patient, and those showing marked anger re- 
action with temper tantrums, etc. 
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IV. Problems of Anti-social Importance—These 
range from minor disorders of lying or disobedi- 
ence in the home, to those requiring interference 
on the part of the community—theft, truancy, ar- 
son, etc. 


Each Child an Individual Problem 


While the complaints themselves have been 
divided into these four rigid compartments, the 
actual cases cannot be so divided. Almost every 
child has a variety of complaints, some of which 
fall into different groups. The complaints in the 
case of one child might be dullness in school, 
lying, nail biting, and sexual disorders. Each child 
is a different problem and nowhere else in the 
practice of medicine is the individual variation 
so large and so important as in the treatment of 
these cases. 


A definite routine is used in the investigation of 
each case. The child is first submitted to a thor- 
ough physical examination by the pediatric staff 
and this is checked if necessary by consultation 
with the members of other services. Plans are 
completed for the correction of all physical defects 
before the case is seen by the psychiatrists. 


When this work has been completed the child 
is given an appointment with the staff of the 
clinic. In view of the length of time required for 
each case it has been found necessary to handle 
cases by appointment only. Four afternoons a 
week are available for this service, and on the 
fifth is held a general discussion of cases by the 
clinicians. 


The first procedure is a full history from the 
parents, including complaints about the child’s 
behaviour, a study of his reaction to his parents, 
his siblings, his school, and community. Then 
comes a family history giving details regarding 
the personalities of the various members of the 
household, their attitudes towards the patient and 
his problems; and finally a chronological history 
of the child from birth to the present time, with 
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details about his development, habit formation, 
illnesses, etc. The purpose of such a history is to 
give as accurate a picture as possible of a living 
child reacting to the actual problems seen in his 
environment. 


In the meantime the child has been seen by the 
psychologist and given whatever intelligence tests 
were indicated. Other necessary tests relating to 
school ability, mechanical aptitude, etc., were ar- 
ranged. By these means we obtain definite infor- 
mation about the child’s capabilities. 


Next comes a short cheerful interview between 
the child and the physician, discussing his atti- 
tude toward his problems, towards his school, his 
home, or community. 


These procedures may be all that are necessary 
to gather sufficient data. If they are not, further 
steps are taken; reports are obtained from the 
schools and from any social agencies interested in 
the case. If indicated, arrangements are made 
for an investigation of the home by the social 
worker of the clinic. 


When all these facts have been assembled, the 
aetiological factors usually become evident and 
the whole course of events may be traced. The 
problem may be due to conditions inherent in the 
child, for instance physical defects or- mental re- 
tardation; or on the other hand it may be due to 
his environment—a broken home, or an over- 
solicitous mother. With a full knowledge of these 


facts, treatment may be planned and put into 
action. Many individuals may take part in the 
treatment of any case—the psychiatrists, social 
workers from the hospital or agencies, the staffs 
of the school department, recreational groups, 
creches or day nurseries. All the available re- 
sources of the community are utilized in the treat- 
ment and it is through this whole-hearted cooper- 
ation that the maximum benefit is obtained. 


The Clinic Staff 


The active staff of the clinic consists of one 
pediatrician who has had psychiatric training, a 
psychiatrist who has had some clinical experience 
in pediatrics, two psychologists who alternate in 
their attendance, a full time social worker and a 
part time stenographer. For each of these, ade- 
quate space has been provided in the clinic. 


The Clinic Does Not Resemble the Typical 
Out-Patient Clinic 


The location of the clinic is at 22 La Plante 
Street in the old Nursing at Home Mission, situ- 
ated on hospital property and separated from the 
main building by the Nurses’ Residence. In the 
new clinic several important points were consid- 
ered. The place was to be cheerful and it was 
not to resemble the typical out-patient clinic, 
everything possible that would attract and in- 
terest the child was to be provided. With these 
ideas in mind, the walls were painted a light 
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cream color and gaily colored travel posters were 
placed on them. The playroom was arranged to 
provide amusement for the children, with numer- 
ous bright toys. A volunteer worker is present in 
the playroom to interest the children in the vari- 
ous games and to see that they are happily em- 
ployed. 


One enters from the La Plante Street entrance 
passing into the parents’ waiting room. This 
contains a table with recent periodicals, and 
many comfortable chairs. The consulting rooms 
are almost similar, equipped with standard office 
desks, windsor chairs, and wash basins. In one 
is a large examining table and on the wall is a 
roll of white paper upon which the children may 
draw or scribble. Facing into the rooms are one- 
- Way screens made from painted wire mesh. These 
provide an excellent view from the observation 
rooms but are almost opaque from the consulting 
rooms. There are four such screens, facing into 
the consulting rooms, the playroom and the psy- 
chometric room. The observation rooms are small 
rooms, with benches for the physicians or interns. 
From these rooms they observe the various phases 
of the examination or psychometric tests, and 
may see the actual clinic in operation. 


The playroom was the largest and brightest 
room available. Two sides of the room consist 
almost entirely of large windows. There is a 
large selection of toys available. For the younger 
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children there are blocks, trains, balls, and peg- 
boards, and for the older children there are 
dolls, tinkertoys, meccano sets, plasticine, cray- 
ons, and a small library. Special, small tables 
and chairs are available for the younger children 
and for their convenience there is a toilet leading 
off the playroom. 


The office for the social worker is equipped as 
are the consultation rooms. The psychometric 
room is small with a cabinet for the materials and 
different sizes of tables and chairs for various 
ages. The secretary’s room is a small room con- 
taining a dictaphone, desk, and filing cabinets for 
the typewritten histories. 


Two Important Functions of the Clinic 


Such a clinic has two important functions to 
perform, one to the patient and one to the com- 
munity. Its primary purpose is to help the child 
meet and solve his problems. The other purpose 
is to improve the mental health of the commu- 
nity through education. Facilities are present for 
the instruction of medical students, interns and 
practising physicians, in the various phases of 
child behavior. 


Through these avenues it is hoped to alleviate 
the problems of childhood and to attack at their 
source the mental illnesses, delinquencies and per- 
sonality problems of adult life. 
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An Opportunity for Science---Housekeeping 
in the Hospitals | 


J. LINCOLN MacFARLAND, Superintendent of Laundry and Housekeeping 
The Woman’s Hospital of Philadelphia 


: ALL production functions the objective is the 


finished work. Methods involved are of little 


consequence except for their contribution to the 
product. Therefore, with due consideration for 
quality and safety of the surfaces cleaned, the eas- 
iest, quickest, and cheapest method of reaching the 
desired end is the best. By a study of each phase 
of the work it is frequently possible to devise 


quicker methods of accomplishing the various 


tasks. Such a study can be accomplished by 
breaking down the task into the number of dis- 
tinct operations used. By various manipulations 
it may be possible to eliminate one or more of 
the operations involved. The further breakdown 


of each operation into a number of motions might . 


give evidence of simplification or standardization 
possibilities for reduction of energy and time. 
Additional study of the values of various equip- 
ment and various materials at different concentra- 
tions or with different methods of application may 
open further opportunity for economy of time, 
equipment, or material. Economies of material at 
the expense of time are generally foolhardy. The 
importance of the above procedures are considered 
so important in large industries that the movie 
camera has been employed so that a thorough 
study of each task may be made and unnecessary 
motions eliminated. Efficient management calls 
for the application of every scientific development 
of industrial theory or practice which can be 
adapted to the work of cleaning maintenance. 


Housekeeping Technique 


The study of motions involved in the completion 
of a task should result in a technique which repre- 
sents the most efficient way of reaching the de- 
sired end. It is fitting then that the newly estab- 
lished technique be made a universal practice. 
Every member of the force who has occasion to 
perform the particular task must be shown the 
technique, impressed with the advantage of chang- 
ing from another technique if necessary and must 
be watched to see that the full advantage of the 
study may be reaped. It is sometimes difficult to 
change the habits of cleaning workers but per- 
sistence is justified. 


The production of a given task, with a given 
technique, over a given area should consistently 
require the same time. In order to maintain a 
high rate of production it is necessary that the 
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workers realize what is expected of them. By 
the establishment of a high but reachable rate of 
expectations for the various tasks the employees 
are challenged to do their best. The involved 
psychology is simple and the results justify the 
effort required to calculate reasonable standards 
of production for all tasks performed frequently 
by one or more employees. Occasionally allow- 
ances are required for various conditions. With 
only brief experience it is possible to make fairly 
accurate adjustments of standards in advance. 


_ A knowledge of the use of the slide rule is valu- 


able as a time-saver in the establishment of rates 
and in estimating the time requirements of a 
given task. > 


Job-Analysis 


Job-analysis is the next step. Each day’s work 
of each employee constitutes a job. The job is 
usually composed of a’ considerable number of 
tasks. By elimination, addition, rearrangement, 
and adoption of a more suitable sequence of tasks 
it is frequently possible to promote economies of 
time for the individual employee. In some classifi- 
cations of tasks it is possible to pool the efforts 
of two employees who in working together can 
accomplish the work in less time than if they 
worked separately. The primary purpose of the 
job-analysis is the efficiency which results from 
the daily program established for each employee. 
The total work of the department is thus sub- 
divided among the employees, each having a def- 
inite responsibility for some part of the work. 
Unfortunately it is impossible that every item of 
hospital maintenance be planned in advance. How- 
ever, it is possible to compensate this factor in the 
preparation of the daily programs. 


The study of the frequency of cleaning required 
to maintain the various surfaces is another diffi- 
cult but never-the-less justified procedure. Similar 
surfaces in various parts of the buildings will 
require cleaning at different frequencies due to 
many varying conditions such as traffic. The 
schedules drawn to fulfill all requirements will 
need frequent adjustments before they become 
ideal. 


Adequate dispatching is the answer to minimiz- 
ing the disorganizing effect of “rush,” “short 
notice,” and special work. The executive’s use of 
previously computed production standards will 





permit an advance knowledge of the time needed 
for the work and will easily establish the number 
of persons required. A scaled floor plan is valu- 
able for the rapid computation of floor, ceiling, 
and wall areas for determining the task times. 
The floor plan is equally valuable in mapping daily 
programs and frequency schedules. 


The division and study of the catalogue of items 
of the entire work, job-analysis, daily programs, 
frequency schedules, production standards, tech- 
niques, and the breakdown of the tasks into opera- 
tions, then motions, is the production engineering 
function of the cleaning maintenance executive. 
The adoption of the production methods and prin- 
ciples which have been developed by large-scale 
industry by the cleaning maintenance depart- 
ments of the country’s hospitals could without 
question save millions of dollars of charitable 
funds annually. 


Window Cleaning 


The task of window cleaning can be divided into 
three operations: wetting, drying, and polishing. 
In the wetting operation the soil is wet-out and 
largely removed. An absorbent cloth of con- 
venient size is most suitable. The drying opera- 
tion employs a chamois which must be frequently 
rinsed and wrung. The window is then polished 
with a soft gingham cloth. Ammonia in the water 
is important for the emulsification of grease on 
kitchen windows but ordinarily water alone is 
sufficient. A good quality of gingham is recom- 
mended so that it will not cause lint. A few deft 
strokes close around the edges and then a few 
more strokes to cover the remaining center is 
sufficient for each operation. A man can complete 
seven windows an hour, both sides, where the 
windows contain twelve 12”x14” panes. In com- 
puting production standards for window cleaning 
it will be. noticed that the number of panes to the 
window is almost as important a factor as the area 
of glass covered. 


Wall Washing 


Wall washing consists of (1) wetting out, 
(2) soil-removal, and (3) rinsing. A sponge is 
used to wet the area conveniently within the reach 
of the washer with the detergent solution. The 
area is then gone over with the same sponge. In 
this operation both soil and solution are removed. 
Finally, the area is rinsed with plain water and 
the washer moves on. This task can be accom- 
plished with surprising ease and rapidity when 
the concentration of the solution is carefully ad- 
justed to the particular condition of the wall. 
Solutions and rinse water should be changed fre- 
quently. The proper amount of solution taken in 
the sponge will not drip and harm the floor. In 
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the wetting-out and soil-removal operations the 
washer can use the full sweep of his arm. In 
rinsing, care should be taken to stroke with the 
brush marks of the paint. The lower portion of 
walls should be washed first so that occasional 
drips from the washing of the upper portion may 
be easily removed. Drip cloths should be placed 
under buckets. Terry-cloth is the most efficient 
for rinsing. Worn out bath towels should be 
saved for this purpose. While variations either 
way are made inevitable by particular conditions 
a normal expectation is 600 square feet per man 
per hour for wall washing. 


Wet Mopping 


There are three operations in wet mopping: 
wetting the floor and soil, removing the soil and 
solution, and so-called “rinsing.” A soap powder 
solution is made in one bucket. This solution is 
trailed over the floor and spread by a mop. When 
an area of convenient size has been covered in 
this fashion the soiled solution is picked up by 
squeegee and floor pan or by mop and mop 
wringer. The soiled solution must never be re- 
turned to the first bucket of solution. If the soiled 
water is picked up by mop that mop must be 
wrung frequently. The rinsing operation consists 
of damp mopping. The mop-is dipped in clear 
water and wrung rather tightly after which the 
floor is very carefully gone over. This mop must 
be rinsed and rewrung often. Mops rapidly ex- 
haust their capacity for picking up water and 
when used for this purpose frequent wringing is 
always necessary. The mopper, working back- 
wards, should lead the mop through continuous 
figures of eight in front of him, never allowing 
the mop head to touch the floor. A man should 
mop from 1500 to 1800 square feet an hour. On 
very lightly soiled floors it is sometimes possible 
to save considerable time by merely damp- 
mopping which is a single operation task described 
as the third operation of wet mopping. 


Floor Scrubbings 


Floor scrubbing may be accomplished in any 
one of three ways. Choice of methods is made in 
accordance with the size of the area to be 
scrubbed. By any of the methods essentially the 
same operations as used in mopping are employed 
with the addition of brush agitation to aid the 
action of the detergent solution. The technique 
briefly is: (1) wetting, (2) scrubbing, (3) picking 
up soil and water, and (4) rinsing. In machine 
scrubbing a two-man crew is desirable. One man 
is sufficient for deck scrubbing in smaller areas. 
Hand scrubbing is usually delegated to women. 
In hand scrubbing scrub cloths are used in place 
of mops. The machine is operated as in buffing, 
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run over a course at right angle to the scrubber. 
Back and forward motion is easiest in deck scrub- 
bing and circular gyrations are easiest with hand 
scrubbing. The deck scrub is valuable in conjunc- 
tion with the machine so that corners which the 
machine cannot reach may be cleaned. On some 
types of floors, when very dirty, scouring powder 
may be sprinkled over the surface after the appli- 
cation of the solution. Machine scrubbing a two- 
man crew can cover about 4500 square feet -an- 
hour where the area is large. Women hand scrub- 
bing cover about 800 square feet per hour. 


Refinishing Wood Floors 


Usually at intervals of from four to eight years 
wood floors require refinishing. The refinishing 
consists of sanding with four types of sand paper, 
finishing with No. 0 or No. 00. The finished floor 
should be swept, sealed and-varnished or shellaced 
and varnished, then waxed. Edges, around posts 
and very small areas should be done first and then 
the remaining open work may be completed very 
rapidly. This should be repeated with each change 
of paper. With the four changes of paper pre- 
scribed a man should finish from 200 to 250 square 
feet an hour. Shellacing and varnishing, a man 
should cover from 250 to 300 square feet an hour 
per coat. 

Marble Walls 


Marble walls should be washed with plain water 
and polished with a soft dry cloth. At larger in- 
tervals the marble should be washed with a 
neutral soap. Special care in rinsing is necessary 
to thoroughly remove all traces of soap which 


otherwise might penetrate the. pores and cause,* 


discoloration. A man can wash, rinse, and polish 
about 650 square feet of marble wall per hour. 


The Care of Bathrooms, Lavatories, etc. 


The hand scouring of bathroom, lavatory, and 
utility room porcelain is best done by sprinkling a 
volcanic ash cleanser directly on the surface to be 
cleaned. This is rubbed by brush or cloth accord- 
ing to the particular requirement. ore the 
application of the cleanser the surface should be 
dampened. A cleanser containing a small per- 
centage of soap is advisable. Odors in hoppers are 
usually caused by the failure to reach some por- 
tion not easily noticed. 


Floor Waxing 


While numerous methods are recommended by 
various manufacturers for the application of 
waxes to floor surfaces, one method assuring even 
distribution with minimum labor is by the use of 
a water soluble wax. The wax is diluted to desir- 
able consistency and applied with the use of a 
clean wet-mop. The procedure in application is 
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identical with that of damp mopping. Unless the 
wax has been diluted excessively, two coats are 
sufficient. Machine buffing is necessary when wax 
is dry. 


The Care of Furniture 


Whether wax or oil polishes are used for furni- 
ture the identical principles apply. The task re- 
quires two operations: (1) application and dis- 
tribution of the polish, and (2) buffing or polish- 
ing. Aside from being wasteful the use of 
excessive quantities is time-consuming. Two soft 
cloths are required, one for each operation. Long 
strokes with the grain produce the quickest and 
best work. 

Caring for Metals 


Bright metals when treated with sufficient fre- 
quency present no difficulty. Application and 
abrasion are accomplished in the first operation 
and buffing or polishing is the second and last 
part of the work. Neglected metals may be re- 
stored by the addition of an abrasive substance to 
the polish in the first operation. 


Cleaning Wards and Rooms . 


In the cleaning of rooms and wards all furni- 
ture, portable equipment and window shades 
should be removed. First, walls should be either 
brushed or washed according to the particular 
requirement. All wood work, including window 
frames, doors, baseboards, and closets, comes 
next. Lights, teléphone, electric and signal cords 
are them. eféaned. Certain types of baseboards 
ave improved by oiling with lemon oil. This 
should be done immediately after the floors have 
been treated in accordance with their condition. 
All inside glass ‘and the windows are washed and 
the room is completed. As each piece of equip- 
mérit which has been removed is returned it is 
cleaned and the room is ready for occupancy. 
This procedure is desirable at least monthly in 
addition to the daily maintenance. 


Care of Bath and Utility Rooms 


Bath and utility rooms require daily care or 
oftener. All high places should be reached first. 
Cabinets, stoves, refrigerators, warmers, and 
sterilizers come next. When porcelain is scoured 
and bright metals have been treated the floor re- 
ceives the last attention. Service for these much- 
used and usually much-abused places should be 
scheduled so that they will remain in the best con- 
dition for the longest time, in accordance with the 
hours of the day they are most generally used. 


Dusting 
The dusting requirements are usually divided 
into two parts: those which require daily atten- 
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tion, and those which may be done monthly. The 
daily dusting requirements are fulfilled by women 
in their care of definite portions of the buildings. 
This includes furniture, window sills, shelves, and 
desks, and light, signal, and telephone cords. 
Walls, ceilings, ceiling-lights, signal boxes, and 
other high dusting should be done monthly. 


All tools used in the course of cleaning must be 
kept out of sight as much as possible. All clean- 
ing work must be done as inconspicuously as pos- 
sible. It is desirable that hospital cleaning starts 
early in the day so that the buildings may present 
their best appearance when doctors and visitors 
arrive. 


Waste baskets, garbage pails, and ash trays re- 
quire at least daily attention. A clean splint 
bushel basket is convenient as a receptacle for 
papers, dust, and trash for removal to incinerators. 
Garbage pails should be cleaned inside and outside 
with a hopper brush and disinfectant solution 
daily. 


Removing Finger Marks 


Finger marks should be removed from walls, 
doors, and glass daily. A dampened cloth fol- 
lowed by a dry cloth is usually sufficient. Daily 
attention to this detail reduces the necessity for 
frequent wall washing and improves the general 
appearance. 


Floors 


In addition to the various periodic treatments 
of floors, they should be thoroughly brushed and 
then dusted daily. Special attention of the 
workers must be called to areas in corners, in 
closets, behind doors and under furniture and 
radiators. 


Waxed floors in addition to the daily brushing 
and dusting require at various intervals (1) buff- 
ing, (2) damp mopping and buffing, or, (3) mop- 
ping or scrubbing, waxing and buffing. The proper 
care of floors is an important contribution to the 
general appearance of the hospital, and since the 
maintenance of floors requires so much labor cost, 
considerable attention of the housekeeping execu- 
tive to this problem is justified. Different fre- 
quencies of treatments are necessary in various 
parts of the buildings in accordance with peculiar 
conditions. The adjustment of frequency sched- 
ules for floor maintenance tasks to these peculiar 
conditions can save considerable time in the pres- 
entation of beautiful floors. 


The pores of wood floors should be closed by a 
penetrating coat, surfaced by a finishing coat then 
waxed. The use of water on unprotected wood 
usually causes streaks and darkness which are 
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difficult to remove. Sealing and finishing with 
sufficient frequency eliminates this objection. 


Terrazzo 


Terrazzo is a mixture of fine marble chips in 
cement over a gravel and cement foundation. On 
installation terrazzo is surfaced by grinding and 
polishing to a hone finish. The difference in the 
wearing qualities of the cement and marble 
necessitates occasional rehoning. Protection of 
terrazzo with wax reduces the necessity for this 
treatment. 


Asphalt and Rubber 


Asphalt, mastic, rubber, and rubber tile floors 
are sensitive to oils and spirit soluble waxes must 
be avoided, otherwise colors and even flooring are 
effected. Composition, masonite and magnesite 
tile floors are deteriorated by the use of either 
too much water or too strong alkali. 


Linoleum 


Linoleum is a composition of linseed oil, gums, 
resins, cork, and pigments. Linoleum appears in 
three types: battleship or plain, jaspe, and inlaid. 
Strong alkalies emulsify the oils of linoleum caus- 
ing drying and eventually cracking. Vitreous and 
semi-vitreous tile under heavy traffic conditions 
sometimes darken sufficiently to mar their beauty. 
Solutions of hypo-chlorite of soda used with soap 
powder in scrubbing will overcome this condition. 


Floor Maintenance 


Numerous systems are recommended for the 
maintenance of the various types of flooring. If 
a mild soap powder is used all types of floors may 
be treated similarly except that some require 
waxing and others do not. An additional precau- 
tion is adequate rinsing. Wood, terrazzo, asphalt 
tile, mastic tile, linoleum, rubber tile, marble, and 
slate are best protected and most beautiful when 
waxed. Water soluble wax is safe for all these 
floors. Vitreous tile, semi-vitreous tile, cement, 
cork and cork tile, masonite, and composition 
floors require no waxing. 


Pest Extermination 


Extermination is also an important function of 
the cleaning maintenance executive. The various 
pests are responsible for both destruction and 
disease. Rats, mice, moths, ants, roaches and flies, 
and occasionally bed-bugs, each require different 
extermination procedures. 


Raticides 


“Red Squill” has become the most valuable rati- 
cide. The red squill is an onion-like plant of the 
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lily family which is grown in the countries bor- 
dering on the Mediterranean Sea. The plant is 
dried and powdered and mixed with baits. It is 
non-poisonous to humans and causes little effect 
on other types of animals but has the power of 
paralyzing the lungs of rodents. As the paralysis 
is a gradual effect the rats have time to seek the 
open spaces in search of air, where they die. The 
difficulty of the removal of carcasses from the 
premises is eliminated. Mice in small numbers 
are best eliminated by trapping. Freshly baited 
small spring traps should be set simultaneously in 
all places frequented by the mice. On a larger 
scale mice extermination is accomplished by 
poisoning. One-eighth ounce of powdered strych- 
nine and one-eighth ounce of sodium bi-carbonate 
should be mixed with a quart of cereal. This may 
be placed in little boxes marked “Poison” and set 
in places frequented by the mice. 


Moths 


For the prevention and extermination of moths 
a comparatively new development in the form of 
“paradichlorbenzine” is recommended. Crystals 
of this vaporize slowly at room temperatures, 
forming a heavier-than-air gas which is non- 
poisonous to man but which destroys clothes 
moths exposed to it in closed places. The fumes 
have no effect on fabrics. 


Bed-Bugs 


The only thoroughly effective method for the 
removal of bed-bugs is fumigation with hydro- 
cyanic acid gas. Mattresses and pillows so in- 
fected may be placed in small sealed rooms or in 
specially constructed apparatus for this treat- 
ment. 


Ants 


Ants may be eliminated by the use of kerosene, 
gasoline, or di-sulphide of carbon. The fire haz- 
ard prevents the recommendation of this method. 
Camphor and naphthaleine will drive ants away. 
Dusting with sodium fluoride is also effective. It 
must be remembered in all extermination work 
that the removal of the attracting substances is 
the first and most important step. 


Roach Powder 


Effective roach powder can be made of 4 
ounces of sodium fluoride, 4 ounces of borax and 
one ounce of corn starch. These should be mixed 
well and sprinkled where roaches appear. Roaches 
are usually found in basements and on lower 
floors. Dampness and water are attractive to 
roaches. 

Flies 


Fly sprays can be purchased or very cheaply 
prepared. One formula for fly spray consists of 
one part pyrethrum powder, four parts denatured 
alcohol, four parts safrol, and one-twenty-fifth 
part analine. This mixture is then diluted with 
about forty parts of soapy water. 


Floor and Wall Stains 


The most commonly encountered stains on 
floors and walls are those of silver, caused by 
argyrol and silver nitrate, and those of iodine. 
Iodine is readily removed by a solution of sodium 
hypo-sulphite and animonia. Silver stains should 
be first covered with iodine and then the appli- 
cation.of the -iodine removal treatment will be 
effective ot the silver iodide which has been 
formed. Rust stains become soluble in oxalic acid 
solutions. Immediate rinsing is necessary after 


all_stain-removal. 








On Reclaiming the Soda Lime tend 
in Oxygen Tents 


Theoretically, the recovery of the soda lime 
used in oxygen tents is possible. Practically, it is 
questionable if it would be worth while. 

Soda lime is a mixture of a small amount of 
sodium hydroxide in a large amount of calcium 
oxide. In use the carbon dioxide of the exhaled 
gases unites with the calcium oxide to form cal- 
cium carbonate and water. 

Calcium carbonate is the form in which lime 
occurs in nature and from which the lime is made 
by heating the rock to about 850° F. and driving 
off the carbon dioxide. The calcium carbonate of 
the used soda lime could be converted back to cal- 
Clum oxide by the same process, but in the small 
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quantities used by the oxygen tent it would prob- 
ably cost more than it came to. 


One of the largest users of soda lime for oxy- 
gen tents has had this question under considera- 
tion, but at last accounts had adopted the use of 
a cheaper grade of soda lime and making no ef- 
fort to recover it. 


The cheaper grade of soda lime is rather messy 
to handle, and it is questionable if even this sub- 
stitution would prove worth while in the small 
hospital using only one or two tents. 

seillliiiasa 
Selling: Used X-Ray Films 

The Gering Products, Inc., Rahway, New Jer- 
sey, are purchasers of used x-ray films. This in- 
formation is passed on to the hospitals wishing 
to dispose of their used films. 
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The Nursing Problems in the Psychiatric 
Hospital 


ISABEL ERICKSON, R.N. 


The Menninger Psychiatric Hospital and Sanitarium, Topeka, Kansas 


clude not only those encountered in the nurs- 

ing service of the general hospital but many 
additional problems peculiar to the psychiatric 
institution. It is the purpose of this presentation 
to discuss some of these special problems par- 
ticularly as they are related to the private 
institution. 


Te PROBLEMS of psychiatric nursing in- 


The Present Status of Psychiatric Nursing 


Psychiatric nursing has made great strides 
since the first school in psychiatry for nurses was 
started in the McLean Asylum in 1879. It has 
progressed, however, much more slowly than med- 
ical and surgical nursing. This is to be accounted 
for, in part, by the highly specialized nature of 
psychiatry. A good many attempts have been 
made to inaugurate schools of nursing in state 
hospitals, but these have never proved successful 
and in many instances have been discontinued, 
for the reason that the student cannot receive 
adequate training in surgery, ‘obstetrics, pediat- 
rics, and other specialties. A partial solution to 
this problem of educating nurses in psychiatry 
has been to establish affiliations by many of the 
schools of nursing with state or private institu- 
tions. However, as Noyes’ has stated, the affiliate 
in a mental hospital, although a welcome student, 
contributes but little to its nursing needs. This 
plan has the further defect that the students are 
not qualified to take up psychiatric nursing with- 
out further specialization. A more adequate solu- 
tion of the problem has been brought about by 
the establishment of post-graduate courses in 
psychiatric nursing; there are twenty-four such 
accredited schools in this country at the present 
time, several of which are connected with state in- 
stitutions. The important supervisory positions in 
many of our state hospitals as well as in such 
oustanding private institutions as Bloomingdale, 
the Payne-Whitney Clinic, Hartford Retreat, 
Sheppard and Enoch-Pratt, Butler, and others, 
have been placed under the direction of graduate 
nurses. In the care of the mentally ill in all pro- 
gressive institutions we have discarded the idea 
that “just anyone” is capable of caring for such 
patients,? and have come to a recognition of the 


Read at meeting of the Central Neuropsychiatric Hospital As- 
sociation, March 19, 1937, Chicago, I. 
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fact that the nursing staff should be preferably 
registered nurses with psychiatric training. 


It is apparent that our problem is far from 
being solved, however, when we consider that less 
than one per cent of all graduate nurses are 
engaged in the field of psychiatric nursing,’ and 
that probably not even ten per cent have had 
any psychiatric training. The demand for psy- 
chiatric nurses far exceeds the supply.’ This 
shortage is to be explained at least in part by 
the attitude of most nurses and many hospital 
superintendents who feel that psychiatric nursing 
is a strange and unnecessary experiment. 


There are many indications that this attitude 
is giving way to a more enlightened and advanced 
point of view, however. The National League of 
Nursing Education is placing psychiatric nursing 
in the curriculum of schools of nursing. A con- 
siderable portion of the February 1937 issue, as 
well as previous issues, of the American Journal 
of Nursing* has been devoted to psychiatric nurs- 
ing. The physicians themselves,‘ as their interest 
in psychiatry increases, can do much to encourage 
nurses whose personalities are suitable to take 
post-graduate work in this field. 


The Nursing Problem From the Viewpoint of the 
Director of a Psychiatric Hospital 


The psychiatrist rightfully considers the nurse 
or therapist as the chief “medicine” which he 
gives his patient.° The physician prescribes the 
attitudes to be assumed toward the patient, and 
the management he desires, and it is the nurse’s 
responsibility to gain the co-operation of the pa- 
tient, thus giving him what the physician has 
ordered. It is difficult or impossible to expect a 
person without experience or training to under- 
stand the significant victory achieved when a 
certain nurse can get a patient who has refused 
nourishment to drink a glass of milk or take 
other food. 


The psychiatrist expects perhaps even more 
than he realizes of the persons who care for his 
patients twenty-four hours a day. The physician 
cannot spend more than a few minutes, perhaps 
an hour at most, with each patient, and through- 
out the rest of the day the patient is assigned to 
the care of his assistants. As Dr. William Men- 
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ninger® has stated, “The psychiatrist expects the 
nurse to be a confidential friend, a companion in 
recreational and occupational activities. She must 
be capable of handling actual difficulties that arise 
concerning treatment and privileges. She must 
be the doctor’s chief observer of the patient’s 
behavior, and chart it intelligently and accu- 
rately.” These functions cannot be performed by 
an inexperienced or untrained person. We cannot 
expect the untrained person to be capable of car- 
ing for the mentally sick patient to the best inter- 
ests of that patient any more than we can expect an 
untrained person to care for a surgical case. One 
would be shocked to see a high-class general hos- 
pital manned by persons without a knowledge of 
anatomy, pharmacology, and asepsis. When any of 
us become critically physically ill in a general hos- 
pital we do not want a probation student nurse to 
take care of us, even though she is studying each 
day to perfect her knowledge. and experience. 
Most of us request a graduate nurse in whose 
capability and experience we can feel secure. Cer- 
tainly the same principle must hold true for the 
psychiatric patient whose need of assurance and 
security is even greater. 


As Bryan’ has said, “The idea that anyone can 
work on the wards of a mental hospital must be 
changed. It is a nursing specialty for which can- 
didates must be properly trained and educated. 
... Even graduate nurses cannot always under- 
stand the psychological differences between these 
patients unless they have this specia] training. 
‘Crazy’ people are ‘crazy’ to the untrained person, 
but to the specially educated psychiatric nurse 
there are as many differences between psychiatric 
patients as there are between so-called normal 
individuals.” 


Graduate Nursing in a Mental Hospital 


If the psychiatrist is to expect this knowledge 
and capability and these functions from the per- 
son who cares for his patients, it is essential that 
he surround himself with those individuals who 
have had this training and experience, or else 
expect to give recruits such training himself. It 
is my thesis that the answer to the problem pre- 
sented in the care of the mentally sick lies in the 
use of persons who have had the benefit of three 
years’ service in an accredited school of nursing 
—registered nurses—plus a special course in psy- 
chiatric nursing. 


The advantages of a graduate nurse over an 
attendant are probably obvious. The most impor- 
tant one is the fact that the nurse has had three 
years of study and experience under expert guid- 
ance. The entrance requirements for accredited 
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schools of nursing are very high, and the very 
fact that the nurse schools herself over a period 
of three years indicates a commendable determi- 
nation, ambition, and persistence. Her guidance 
under many physicians with many types of pa- 
tients should have taught her the elements of 
getting along with sick people. During these 
years she has been trained in discipline, adminis- 
tration, and ability to accept responsibility. 


She also has the advantage of being an economy 
both of time and money. She comes into psy- 
chiatric nursing trained in the simple nursing 
techniques which are essential in any type of 
hospital—she can take temperatures, give enemas, 
medication, record observations. The untrained 
attendant cannot carry out such procedures with- 
out a long and expensive educational process, and 
the facts indicate that in too many instances he 
is left to his own resources to learn these. 


This is not to disparage the attendant for one 
cannot overlook the countless contributions of 
many men and women without nurses’ training 
to this work. It is advocated, however, that nurs- 
ing service should be built around graduate nurses 
rather than around attendants. We cannot ignore 
the fact that many of our attendants come to 
us because they cannot obtain other employment. 
They have never been fitted for any particular 
type of work and many of them have never com- 
pleted high school. The fact that attendants are 
“cheaper,” i.e., their salary is less, is only a fur- 
ther indication of their mediocre status. Cer- 
tainly the salary would not be attractive to men 
and women if it were possible for them to obtain 
their desired employment. Their status in the 
average mental hospital is a subservient and 
menial role, and probably no progressive indi- 
vidual would desire to make it his life’s work. 


Advantages to the Hospital of Special Training in 
Psychiatry for the Graduate Nurse 


The fact that a nurse is a graduate of an accred- 
ited school of nursing does not fit her for han- 
dling psychiatric patients without further train- 
ing.. Neither is it to be assumed that all nurses 
even with such training could be effective psy- 
chiatric nurses. The personality of the psychiat- 
ric nurse, as has been indicated, is the “patient’s 
medicine.” > Consequently, the personality must 
be of a certain sort. The personality traits of the 
ideal psychiatric nurse are difficult and perhaps 


impossible to define adequately. In general, one 


may say that she should have an unusual degree. 
of emotional stability, patience, a sense of humor, 
and a sincere liking for people. She must be able. 
to adapt herself readily to her environment. She: 
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must be neat and professional in appearance and 
manner, capable of observing and carrying out 
minute details, and, above all, must show some 
teaching ability. Her problem in teaching pa- 
tients as well as her subordinates is an important 
part of her responsibility. 


Special psychiatric training raises the stand- 
ards of care of psychiatric patients from a cus- 
todial to a nursing level. It gives the nurses some 
insight into the therapeutic approach in various 
situations. It gives them the advantage of being 
able to organize recreational or occupational ac- 
tivities for their patients. It helps them to under- 
stand the attachments of the patients for each 
other or for them, which must be carefully and 
scientifically controlled. 


The psychiatric nurse has been taught to watch 
for the tendencies toward suicide, for the un- 
expected, impulsive, destructive behavior of the 
schizophrenic. She is trained to care for the emer- 
gency of epileptic attacks. As Bryan has stated,’ 
she is taught to appreciate the necessity of taking 
precautions to prevent accidents. “Many of the 
regrettable accidents that have happened to pa- 
tients in mental hospitals have been due to un- 
trained ward personnel who do not understand 
the significance of these small psychological 
changes that come in the lives of our patients.” 


The nurse with psychiatric training is a much 
more effective tool for the physician. Quoting 
Bryan’ again, “The physician has the opportunity 
to have the services of a real assistant rather 
than a mere order-taker, and he is able to do 
much more for his patients through her rapport.” 
It is possible and in fact practical for him to 
leave specific orders covering the care of the pa- 
tient: the attitudes that the nurse should assume 
toward the patient, the specific suggestions con- 
cerning his relationship with other patients, the 
prescription for occupational and recreational ac- 
tivities, physiotherapy procedures, dietary modi- 
fications, and medication. 


The psychiatrically trained nurse, if given the 
authority, can effect a unified direction of the 
management of all the patients’ activities; for 
only with an understanding of the dynamics of 
mental illness can she direct the patient’s course 
through the twenty-four hours of the day. With 
sufficient authority she can indicate to her assist- 
ants the plan of management for the patient. 
Through her instruction to her aides it is pos- 
sible to build up a cooperative and congenial group 
who have a mutual interest in carrying out the 
same aims and methods in caring for patients. I 
have not attempted to outline the many advan- 
tages for the nurse in receiving psychiatric train- 
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ing,’ which, correctly regarded, is a necessity 
and not a luxury of her professional equipment. 


Practical Application of These Principles in the 
Organization of the Nursing Service 


Even though highly desirable, it is recognized 
that it is not possible in every hospital to have 
all graduate nurses with psychiatric experience, 
although the tendency in the best psychiatric in- 
stitutions is distinctly in this direction. It does 
seem imperative, however, that a registered nurse 
with psychiatric training and experience should 
be the superintendent of the nursing service if 
we are to accomplish the expectations of the psy- 
chiatrist, as outlined above, and provide the best 
of psychiatric care. The nursing service, whether 
it consists of nurses or attendants or both, should 
be built around this nurse in charge. It is appar- 
ent that the psychiatrist in charge in many in- 
stances loses sight of this principle. He may have 
an excellently qualified nurse in charge and yet 
so handicap her that she cannot maintain her 
ideals or put into effect her methods. An illus- 
tration of this situation came to our attention 
recently, that of a graduate nurse who had taken 
a post-graduate course in psychiatric nursing and 
had been employed in positions of authority for 
some time following her psychiatric training. She 
accepted the position of superintendent of nurses 
in a private institution on the West Coast and 
was the only graduate nurse employed in the 
institution. When she arrived at the hospital the 


‘superintendent requested that she remove her cap 


and put on a brown uniform, because the attend- 
ants who had been there so long might feel hurt 
if she differentiated herself from them. The sym- 
bolic significance of a cap and uniform to a nurse 
is of tremendous importance. They are her dig- 
nity, her badge of authority, the concrete evidence 
of her years of professional schooling, and thus 
in a very unintentional manner this nurse was 
humiliated at the very outset. Unless she is a 
very unusual person it can hardly be expected 
that she will be brave enough to contribute either 
her experience or knowledge to the building up 
of the nursing service. Again, the principle is 
indicated that unless the superintendent of nurses 
is given complete authority over the entire nurs- 
ing staff, whether they be nurses or attendants, 
she cannot be expected to improve effectively the 
nursing care given by that institution. It is essen- 
tial that the physician in charge make it clear to 
every member of the nursing staff that the author- 
ity is vested in the superintendent, if he expects 
her to succeed. 


It is not assumed that the physician has nothing 
to say about the nursing service. He should be 
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able to direct the management of his patients 
through the nurses so that the carrying out of 
every order will be to his satisfaction. That this 
arrangement has proved itself is shown by the 
fact that the nursing service in our many excel- 
lent general hospitals is under the complete direc- 
tion of a nurse. If the physician could do it better, 
it would have so evolved. 


In psychiatric hospitals, as we improve our 
nursing service, many changes must come about, 
and the physician can be of tremendous help in 
conveying to an existing organization—namely, 
attendants who may have worked for years—that 
the new nurse in charge is in full authority and 
that they must look to her for guidance and super- 
vision. She must have help from the physician 
in breaking down the natural resistance to some- 
thing new. In establishing a nursing service it 
is extremely important to follow the examples of 
the most effective nursing service now existing, 
as seen in the general hospital, namely, in the 
creation of a semi-militaristic line of authority. 
It has been found from long experience that the 
recognition through privileges and authority of 
the position which the individual in charge holds, 
works for a more efficient organization, and this 
is the plan used in all schools of nursing. 


A few words are in order about three other 
practical aspects of the nursing organization in 
the psychiatric hospital, namely, the hours on 
duty, the nurse’s salary, and the uniform. It is 
a general criticism of mental hospitals that nurses 
and attendants are required to work an unreason- 
able number of hours. My own opinion might be 
regarded as biased. Consequently I shall again 
quote Doctor Bryan,’ who, we should keep in 
mind, is the superintendent of a state institution: 
“Eight hours is a sufficiently long period for any- 
one to spend on a ward with psychotic patients. 
The wear and tear on the nervous system causes 
fatigue and an unreasonable attitude toward pa- 
tients. It is impossible for anyone to work 10 or 
12 hours [To my knowledge, 12 or 14 hours is fre- 
quent.—Author.| under the conditions that pre- 
vail in the mental hospitals and not show evidence 
of this... . Industry has recognized the fact that 
long hours decrease production, and yet many 
institutions are still working ward nurses and 
attendants 10 and even 12 hours. The patient 
always suffers.” It should also be pointed out, in 
addition to these remarks by a hospital adminis- 
trator, that such long hours do not give the nurse 
ample time for recreation, reading, or social activ- 
ities. When an individual remains on duty for 
such a long period of time she is too tired to have 
any desire for recreation or study, and her conse- 
quent isolation soon narrows her outlook. 
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With regard to salary: The shortening of the 
hours of necessity increases the number of nurses 
required, and thus some increase in the budget. 
There is no adequate answer to this problem. The 
psychiatrist in charge must make the choice be- 
tween happy, efficient, trained assistants and an 
increased budget, or mediocre, untrained attend- 
ants with a lower nursing cost. Even then, how- 
ever, the salaries paid the psychiatric nurses are 
not unusually high, and this is a frequently re- 
curring problem with the nurse who inquires 
about post-graduate work in psychiatry. She will 
ask, “Why should I specialize in psychiatry and 
spend nine months in studying when I can earn 
just as much working at general floor duty in a 
general hospital?” Just as specialization in any 
field must reap immediate benefits in the way of 
salary, psychiatric nursing should. One can say 
that psychiatric training is of great help to the 
nurse in her general work, but the argument of 
education is feeble in contrast to an immediate 
monetary gain. This problem, however, is one 
for psychiatric administrators to solve, rather 
than nurses. 


As to uniforms: The nurse should be expected 
to wear her uniform on floor duty, at least in 
those instances where ‘the patients are seriously 
ill. It has been our experience, however, that 
where the nurse is to be used as a companion it 
is desirable to dress in street clothes, since her 
role can then be more easily carried out. In our 
own hospital the nurses attend the social func- 
tions for the patients in afternoon or evening 
dress, and on all occasions when there is any con- 
tact with the public, such as trips to town, they 
wear street dress; when assigned to the recrea- 
tional therapy, they wear sport clothes. 


Summary 


It has been the purpose of this paper to pre- 
sent some of the special problems of psychiatric 
nursing. Nursing care has been interpreted to 
mean an active therapeutic procedure rather than 
merely custody. To accomplish the aims of the 
psychiatrist, as outlined, the nursing service 
should be under the direction of a graduate nurse, 
and the more graduate nurses with psychiatric 
training that can be employed, the more effective 
the therapy is likely to be. To establish such a 
plan of nursing care requires the initiative of 
the psychiatrist and his cooperation and sympa- 
thetic understanding in its effective execution. 
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Hospitals Day by Day—Some Pointed Paragraphs 


WALTER E. LIST, M.D., Superintendent 
The Jewish Hospital, Cincinnati, Ohio 


eliminating competition and price cutting. 
+ * * 


[im hospital Councils should cooperate in 


Local hospital Councils should attempt to stand- 
ardize rates for services, such as, basal metab- 
olism, electrocardiographs, physiotherapy, path- 
ological laboratory, x-rays, and flat-rate services, 
and also wages and time-off for vacations and 
sick leave. 

%* % % 

In order that comparable figures have the 
same significance, local hospital Councils should 
attempt to have a full-time executive secretary to 
make studies of rates, personnel administration, 
interchange of credit information, purchasing, 
and standardization of accounting. If each hos- 
pital would make a small monthly contribution, a 
secretary could be realized. The hospitals would 
receive in return results heretofore thought to be 
unattainable. 

* * * 

Unpaid patients’ bills after six months lose in 

value with each succeeding month. 
* %* % 

Continuous campaigns should be made for noise 
elimination and talking and congregating in the 
corridors. Frequent lubrication of trucks, wheel 
chairs, and wheel stretchers aid in noise elimina- 
tion. 

* * 

Traffic studies should be made for the elimina- 

tion or re-routing of traffic. 
* ok co 

Smoking in corridors should be eliminated. 

Some patients do object to tobacco odors. 
cd * * 

One hospital in San Francisco has corridors 
and private rooms fully carpeted. The competent 
superintendent in charge of this hospital argues 
in favor of carpet because it eliminates noise and 
presents an attractive appearance. 

* aK * 
_ Members of the dietetic department should visit 
each private-room patient every morning for 
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menu selection. This favors good will, eliminates 
wastes, and improves efficiency—patients can pre- 
sent their complaints direct to dietetic depart- 
ment. 

Bo * * 

Staff meetings should present a review of all 

medical activities of the month. 

* % % 


Voluntary hospitals making about 36,000 labo- 
ratory examinations per year can afford a full- 
time pathologist. A normal is about six examina- 
tions per admission. 

* % 

It is possible to have a well-trained medical 
anesthetist department in any hospital. (Refer 
to HOSPITALS, March, 1936—page 36.) 


* * 3 


The objection of some doctors to air condition- 
ing in the nursery is the exposure of newborn in- 
fants to variables in temperature when removing 
them from the nursery to mothers’ rooms. 

% %* % 


Have your house staff (Residents and Interns) 
organize a Journal Club with regular scheduled 
meetings. 

* * * 

Members of the staff should select a House- 
Staff Educational Committee to assist in all edu- 
cational projects. 

* * we 

It will soon be time for the arrival of a new 
intern group—usually about July 1. The super- 
intendent should meet this group in person each 
day for the first week or ten days after their ar- 
rival. Discuss the printed rules and regulations 
with the members of this group often enough s0 
that they will know what is expected of them and 
will understand all of your rules and regulations. 
Have a member of the faculty of the nursing 
school give a demonstration of the technique used 
in giving special treatments. Have the roentgen- 
ologist, pathologist, dietitian, and record libra- 
rian speak to the new group when they arrive. 
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A Plan for the Control of Revisits in 
Municipal Hospital Dispensary 


MARCUS D. KOGEL, M.D., Medical Superintendent 


LOUIS H. HARRIS, M.D., Physician in Charge, Out-Patient Department 
Queens General Hospital, Jamaica, L. I., New York 


pered by the necessity of accepting all 

the indigents who apply for medical at- 
tention on the day of their application irrespec- 
tive of the number. The hospital administrator 
anxious to secure for the patients good medical 
care by limiting the number of patients to be seen 
by each clinic physician brings down upon him- 
self the wrath of numerous self appointed and a 
liberal number of regularly elected guardians of 
the public welfare. 


The opening of a new city hospital in a borough 
that had never before had a general municipal 
hospital brought the opportunity to try out an 
appointment system on a people who had been 
familiar with no other arrangement. While an 
appointment system in one or two isolated clinics 
is not new to municipal clinic practice, such a.sys- 
tem for all the clinics is an innovation. 


A, MUNICIPAL hospital dispensary is ham- 


New Cases 


The number of new cases to any particular 
clinic usually becomes standardized and after a 
little experience can be predicted. In a growing 
clinic, the ratio of increase can be fairly well fore- 
told on the basis of past experience. This is for- 
tunate as it is difficult in a city dispensary to con- 
trol first visits and any indication as to the num- 
ber of new cases expected with revisits entirely 
controlled provides a fairly accurate means of 


judging in advance the clinic census. The intelli- - 


gent nurse who knows that a certain day usually 
brings a larger number of new cases will make 
few appointments for old cases on that day. 


Even new cases can be partially controlled by 
not accepting patients in the more specialized 
clinics except as refers or transfers from the gen- 
eral clinics or in-patient services. Such specialty 
clinics are the cardiac, diabetic, allergy, chest, 
tumor, hematology, gastro-intestinal diseases, etc. 


This arrangement redounds to the advantage of 
the patient in that he goes through a general 
survey before being accepted for special examina- 
tion. Special diagnosis and therapeutic proced- 
ures are usually lengthy affairs and the number 
of patients per physician must be rigidly con- 
trolled otherwise the service becomes impotent. 


May, 1937 


Another group of new cases which may be con- 
trolled are those referred to the out-patient de- 
partment from the general in-patient service and 
the emergency unit. Prior to the discharge of the 
patient from the hospital, the nurse calls the 
appointment clerk and secures a clinic appoint- 
ment for the patient. In the event that the patient 
is discharged after business hours, the nursing 
office reports the case to the dispensary office the 
next day where an appointment is made for the 
patient and a post card sent to his home with the 
information where and when to appear. A simi- 
lar procedure is carried out in the emergency unit. 


The new cases made up from the group of 
transfers, refers, in-patient references, and emer- 
gency unit references are so distributed by the 
appointment clerk that no more than four are 
given each clinic physician. 








The Corridor in the Clinic 
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A Corner of One of the Tumor Clinic Rooms 


To grasp the entire plan, it will be necessary to 
briefly outline our procedure in the out-patient 
department. The new patient is routed through: 
a physician for sorting; an investigator for finan- 
cial investigation; a registrar for registration; to 
the clinic for examination, advice and treatment; 
to the appointment clerk for filing the next ap- 
pointment; to the admitting office if the case 
needs hospitalization. 


The sorting physician questions the patient and 
determines the clinic to which the patient belongs. 
In the event the patient is clearly a hospital case 
requiring immediate hospitalization, the patient 
is promptly removed to the admitting unit. 


Revisits 


The effective control of revisits is entirely de- 
pendent upon the interest of the physician and 
nurse in the particular clinic. The nurse has been 
supplied with a chart for each clinic physician on 
which are marked in a vertical direction the 
months in the year and horizontally, the days on 
which the clinic falls. From experience, she knows 
the usual number of new cases to expect on a par- 
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ticular day. When the physician instructs her to 
give the patient an appointment within a certain 
period, she chooses the day when she can best 
accommodate the patient. The nurse marks the 
appointment on the patient’s card (see diagram), 
on the physician’s chart and sends the patient 
to the appointment clerk. The appointment clerk 
makes a notation of the appointment on the pa- 
tient’s clinic admission card and calls the patient’s 
attention to the date. The appointment card is 
filed acording to the date of the next appointment. 
The appointment clerk lists all the clinical records 
needed for the morning and afternoon clinics the 
day previous to the clinics so that the historian 
has all the clinic records available without delay. 
Each clinic physician is able by this plan to follow 
up his own patients. 


The clinic doctor must do his part by regulating 
appointments in accordance with the urgency of 
the case. A long period between appointments re- 
quires a word of explanation to the patient. The 
doctor must not hesitate to discharge a patient 
when the maximum benefit has been obtained. 
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In order to make possible long periods between 
appointments in cases of long standing that re- 
quire continuous medication, a prescription re- 
fill service has been inaugurated. Patients need 
not return to the clinic physician when their medi- 
cine runs out nor need the pharmacist give the 
patient too large a quantity at one time. For such 
patients, a special record is kept in the pharmacy. 
When the patient returns for a re-fill, he goes 
directly to the pharmacy. The re-fill record card 
is taken from the pharmacist’s files, given to the 
patient with instructions to report to the clinic 
office. 


The physician in charge of the out-patient de- 
partment or his assistant, after questioning the 
patient as to his symptoms or subjecting him to 
a brief examination if necessary, approves or dis- 
approves the re-fill. The patient is thus kept un- 
der medical observation and time is saved the 
clinic physician for a more urgent case. Included 
in the group using the re-fill service are diabetics 
requiring insulin; cardiacs requiring digitalis; 
epileptics requiring luminal; skin cases, etc. The 
Saving of time to the clinic doctor can be best 
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shown by our experience of an average month 
when there were a total of 1200 visits to the medi- 
cal clinic and 483 visits of medical cases to the 
re-fill service. 


The sorting physician devotes one and one half 
hours each morning (10:30 a.m.-12 m.)and one 
and one half hours each afternoon (3:30-5p. m.) to 
the examination and disposition of cases coming 
out of appointment. Each patient is spoken to 
and an attempt is made to impress him with the 
importance of keeping appointments. Our aver- 
age daily clinic census is 500, and on the average 
of 30 patients come straying in daily outside of 
the appointment date. On the average of two of 
these patients return because of an exacerbation 
of their condition and the need for earlier atten- 
tion than on their appointment date. 


An average of 21 per cent of the patients break 
their appointments each day. The majority of 
these call up, write, or come in for another ap- 
pointment. The Medical Social Service Division 
is notified by the appointment clerk of delinquent 
cardiacs, diabetics, prenatal cases, and social 
disease cases and contact is made through the so- 
cial service with the patients and another appoint- 
ment made. Lack of sufficient workers makes im- 
possible the extension of this service to all clinics. 


The appointment system is an attempt to bring 
some order into the chaos that an uncontrolled 
clinic service may become. The best appointment 
system willl break down unless there is good at- 
tendance on the part of the clinic physician. Every 
effort must be made to conserve the time of the 
doctor so that most of it is spent on the patient 
and a negligible part of it on clerical work. The 
only answer to a mounting clinic census is more 
space and more doctors or more time. A physi- 
cian can examine only so many cases then his 
work becomes worthless. 
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The Proposed Curriculum for Schools of Nursing 
and Its Influence on Nursing Service 


LUTIE C. LEAVELL, R.N., Educational Director 
Grady Hospital, Atlanta, Georgia 


nursing service and nursing education which 

require considerable thought. For many 
years hospitals have accepted the responsibility 
of the school of nursing—and in many instances 
the school has functioned primarily for the needs 
of the hospital. 


I believe that the members of the medical 
profession will cooperate with the nurses in an 
endeavor which has as its objective fair play and 
justice in relation to the education of student 
nurses. In the achievement of this objective bet- 
ter care will be assured to patients whom these 
nurses serve, both in hospitals and elsewhere in 
the community. The physician and surgeon will 
also be assured a more intelligent, efficient service 
which is so essential in the continued growth of 
their profession. 


T psn are many problems and conditions in 


The nursing profession is virtually helpless 
without the aid of the medical profession in the 
accomplishment of its objectives. “The respon- 
sibility of the medical and nursing professions 
for the safety of the patient demands the main- 
tenance ef the standards of educational attain- 
ment now generally accepted by the best sentiment 
of both professions.” 


Society demands more of nurses today than 
ever before. Simply being able to carry out rou- 
tine care and physicians’ order is not sufficient, 
as the whole patient, both mentally and physi- 
cally, must be nursed and the patient’s environ- 
ment must be cared for. The nurse shares with 
the physician the responsibility “to care for the 
sick, to cure disease, to prevent suffering, and to 
promote a high standard of health both in indi- 
vidual and in community life.”* The ultimate 
objective is to make life safer, happier, and more 
useful for all members of the community. 


The medical profession has and is keeping pace | 


with the rapidly changing needs of society, and 
the changing ideas in medical science and public 
health with which nursing must keep pace, have 
made the old methods of instruction in our schools 
of nursing inadequate. The nurse’s service is 
both a personal and community service. Her du- 
ties are manifold, therefore, the content of nurs- 
ing education must be based on the actual duties 
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and responsibilities which the average nurse is 
expected to carry in the practice of her profes. 
sion. Its original objective was “to help in rais- 
ing general standards of teaching and to secure 
greater uniformity in the curriculum of nursing 
schools throughout this country.” The League: 
published its first curriculum in 1917. It was re- 
vised in 1927, but after this second ten-year pe- 
riod, the curriculum committee found it necessary 
to begin at the foundation and rear another struc- 
ture, retaining the excellencies of the ol, adding 
to the new, and looking ahead into the future. 


The Committee did not proceed with the build- 
ing of the new curriculum without seeking help- 
ful advice from the field of general science, medi- 
cine, education, and hospital administration. 
Specialists in science and education have collabo- 
rated in setting up the general outline of the cur- 
riculum, while others have taken part in the ac- 
tual preparation of content of courses. Another 
group has acted in the capacity of consultants on 
the Central Curriculum Committee. Helpful ad- 
vice has been received from hospital adminis- 
trators in every section of the country. As the 
work of the Curriculum Committee progressed 
various articles have been published in the Ameri- 
can Journal of Nursing, so that hospital admin- 
istrators and nurses would have a comprehensive 
understanding of the underlying principles on 
which the curriculum is being constructed. 


Trends in Nursing Education 


Trends in modern education of necessity influ- 
enced the thinking of the committee in the con- 
struction of the new curriculum. It may be help- 
ful, to review the trends briefly as an aid to help 
clarify our thinking and give us a better under- 
standing of some of the problems with which the 
Curriculum Committees have been confronted. 
The following statements are extracts from some 
unpublished materials prepared by Miss C. Mable 
Smith. You will note that each trend raises im- 
portant questions. 


. 


“The trend toward a longer period of general 
education for professional people-—The general 
level of education in the population at large has 
appreciably increased within the last few years. 
This has resulted in a demand for a broader gel- 
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eral education in addition to better technical 
training for those engaged in professional activi- 
ties. It is seen in teaching, medicine, and law. 
The consideration of this trend has raised impor- 
tant questions with respect to the education of 
nurses. Such questions as: Should nurses have a 
longer period of general education? How much 
of the pre-professional education of the nurses 
should be given in colleges? Should more of the 
cultural aspects of science, of social studies, and 
of the language arts be stressed in nursing educa- 
tion? What kinds of preparation do women need 
as women whether they plan to be nurses or not? 


“The trend toward greater emphasis upon social 
education.—Curricula of schools from the kinder- 
garten through the graduate schools of the uni- 
versities indicate greater emphasis upon social 
education. This trend raises important questions 
as, for example: What kinds of social education 
are most appropriate for nursing schools? How 
should social material of instruction be selected 
and validated so they will prove to be of most 
value to nurses? Is it possible to give social 
training apart from specific courses which -have 
a place in the program of studies? 


“The trend toward developing habits of critical 
inquiry.—There is a disposition today to consider 
issues, problems, and unanswerable questions as 
materials of instruction. Subject matter too 
often assumes an interrogative rather than a 
declarative form. This trend raises the question 
of what intellectual traits are to be considered 
desirable in nurses. Is critical inquiry a desir- 
able trait in nurses? Are procedures to be ques- 
tioned? To what extent should student nurses be 
encouraged to ask for reasons in relation to pro- 
cedures and processes? If critical inquiry is to be 
encouraged, what organization of materials is 
necessary to meet this need? 


“The trend toward a greater consideration of 
individual differences.—This trend is very defi- 
nite in education today and its emphasis upon the 
need for flexible organization of curriculum mate- 
rials and methods of administrating them so that 
adaptations may be made to the needs of students 
differing in physical, mental and emotional ca- 
pacity. The question arises as to whether nurs- 
ing schools are an exception to this general move- 
ment. It is believed that much can be done in 
this direction by the teachers who administer the 
courses in nursing schools. 


“The trend toward more truly functional expe- 
rences.—Education today tends to interpret 
learning as the process of participating in socially 


Valuable experiences. The curriculum should 
Provide opportunity for such participation. 
There is an inereased disposition to select mate- 
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rials from real life situations. Nursing schools 
are rich in opportunities for these kinds of expe- 
riences. But to make them more truly educative, 
students should be given greater opportunity to 
solve their own problems. Too much dictation or 
guidance tends to foster immaturity and so de- 
lays or inhibits the growth of the individual. 
Should nurses be encouraged to think for them- 
selves and to become articulate in expressing 
themselves in speech, writing, and other activi- 
ties? This does not mean that they should act on 
their own initiative in matters where they are not 
yet experienced enough or competent enough to 
judge. The question arises as to what can be 
done in nursing schools to provide for a fuller 
participation of student nurses and a better edu- 
cational use of the exceptional opportunities in 
their experience and at the same time safeguard 
patients from possible dangers, arising from an 
unwise use of student initiative. 


“The trend toward greater stress upon mastery 
of curriculum materials ——The tendency to view 
the educational process as an accumulation of 
units, hours, marks, or diplomas has served its 
day. It is refreshing to note the tendency to or- 
ganize subject matter into comprehensive units 
of understanding through which character, per- 
sonality, knowledge, and potentiality all are 
given rightful emphasis. 


“The trend toward building more permanent in- 
terests.—Educators are coming to see the value 
of permanent interests as a means of producing 
vigorous attacks upon learning and as a means 
of prolonging the period of learning. It has been 
found that it is best to select fewer subjects and 
larger topics for study and approach them from 
different angles in studying. In building the 
new curriculum efforts have been made to avoid 
too much scattering of interest and to give stu- 
dents an opportunity through seminars to deepen 
their main interests through individual study.” 


The new aim of nursing education is Adjust- 
ment. It has been defined* as “helping individ- 
uals to adjust to the conditions of modern life in 
such a way so as to restore, preserve and promote 
health and at the same time help to bring about 
such conditions in the physical and social environ- 
ment which will make it possible to maintain a 
high level of health at all ages and among all 
members of the population.” The concept of ad- 
justment as a two-way process of a type which 
brings about desirable changes not only in the 
learner but in the physical and social environ- 
ment—the student learning to adjust by engag- 
ing in a series of appropriate educational experi- 
ences which constitute the program of study. 


After the aim of nursing education had been 
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decided upon, and careful consideration given to 
the newer trends in nursing and in related fields 
and the more outstanding defects in the nurse’s 
preparation which have been pointed out in re- 
cent studies, and the newer needs of today, the 
committee decided that the nursing program 
needed to be strengthened by more emphasis on :* 


“The Social Sciences, to include sociology, psy- 
chology, and a history of nursing. These studies 
are needed as a means of aiding the nurse in her 
social adjustments and helping her to appreciate 
more fully the human and social as well as the 
scientific and technical aspects of her work. 


“The Biological and Physical Sciences, anatomy 
and physiology, chemistry and microbiology, as a 
means of aiding the nurse in making a better 
adjustment to her physical environment; and to 
include those factors which are especially impor- 
tant in the prevention of disease and in the pro- 
tection and care of the sick. 


“Health Sciences and Arts, beginning with a 
health approach to nursing which is intended to 
help the student identify nursing with health con- 
servation, include in nursing the closely related 
principles, attitudes and techniques of hygiene, 
sanitation and other health subjects. 


“Mental Hygiene as a point of view and a tech- 
nique which should enter into every aspect of the 
student’s experience. 


“Well Children, Child Development and Parent 
Education and the family as an agency for pro- 
moting health. 


“Nutrition and Food Preparation with special 
emphasis on food for the well and the nutrition 
of the family. 


“Certain Disease Conditions which are of high 
importance from the social as well as the medical 
and nursing standpoint; for example, tubercu- 
losis, syphilis, gonorrhea, cancer, mental diseases. 


“The Nursing Arts as a complex of many dif- 
ferent kinds of skills and practices relating to 
health preservation as well as to the care of the 
sick, and including social, intellectual and man- 
agement arts as well as those which involve man- 
ual skills. 


“The Teaching Functions of the Nurse. We need 
the incorporation of the teaching point of view 
into the program from the beginning, for nurses 
are very largely responsible for the teaching of 
health and they must acquire continuously a new 
content of carefully selected knowledge. 


“The Nurse’s Own Health and the planning of 
her educational program in such a way as to give 
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her early the knowledge and techniques needed 
for self protection.” 


The Four Main Areas in Nursing Education 


There are four areas which run parallel and are 
closely connected with one another. 


The main area is devoted to the nursing arts, 
which includes nursing theory and practice in the 
various clinical fields as well as nutrition, and 
hygiene. 


Another area starts with the biological and 
physical sciences; anatomy, physiology, microbi- 
ology, chemistry. These are continued in the in- 
troduction to medical science, materia medica, 
and medical aspects of the clinical subjects. 


The third area includes the social sciences: 
psychology, sociology, history of nursing, ethics, 
and related social and professional problems. 
These strands are intended to support and feed 
into the central core of the nursing arts. 


The fourth area is not a part of the curriculum 
proper but is an important part of the broader 
educational program of the nursing school. It is 
devoted to extra curricula or extra professional 
activities—recreational, social, and cultural. 


The first three areas are divided into 21 dif- 
ferent courses; each with its own functions, ob- 
jections, time allotment, and place in the pro- 
gram. Every effort has been made to amalga- 
mate smaller subject divisions into larger units 
wherever possible.* 


The total actual hours of classroom instruction 
has not been materially increased over the 1927 
curriculum, but they have been rearranged. Sys- 
tematic ward teaching is necessary and it is this 
ward teaching that makes the curriculum con- 
sistent and articulate. The ward teaching brings 
the grand total of hours to 1,205 and the maxi- 
mum suggested is 1,310 hours. After the first 
year the total ratio of the maximum suggested 
hours of theory to practice is 1 to 7. It is true 
that for the first five or six months the student 
can not be depended upon for regular routine ward 
duty. She will be on the wards a specified num- 
ber of hours per week under careful supervision 
during this period. 


The new curriculum offers assistance to schools 
that are looking for guidance, serves as a source 
from which curriculum materials can be drawn, 
“furnishes measuring rods by which they may 
estimate their stage of advancement, supplies 
tools and materials to work with and in general 
serves as a clearing house for various kinds of 
information that nursing schools need.’* The 
National League has not attempted to bring about 
uniformity in nursing schools. It recognizes cer- 
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tain values in standardizing procedures, but does 
not assume that all schools can or should operate 
in the same way. Its policy has been to focus at- 
tention on the best ideas and practices that have 
been tried out by members of the group, to en- 
courage schools to work toward these and to stim- 
ulate thinking. 


The League policy in each issue of the Curricu- 
lum of Nursing Schools has been to suggest opti- 
mum goals and standards for nursing schools. 
Optimum standards of nursing education may be 
said to represent those conditions that assure the 
best development of well-qualified nursing stu- 
dents and their best adjustment to demands of 
the nursing field.* 


The committee believes that nursing schools, 
desiring to rank as good schools should take defi- 
nite steps in the near future to establish their 
work on a higher level. To effectively achieve 
our goal and meet the requirements of the new 
curriculum, we must recognize and accept the 
basis on which the proposed curriculum is con- 
structed. 


Education as the Primary Function of the 
Nursing School 


Education must be recognized as the primary 
function of the nursing school. Nursing educa- 
tors believe that the nurse is not giving proper 
care of patients because she is under educated. 
If we accept adjustment as the aim of nursing 
education, and that education is usually defined as 
“the complete development of the individual,” we 
can accomplish this point by our methods of ap- 
proach, methods of handling curriculum mate- 
rials; and assignment of students. Nursing 
schools must be recognized as a professional type 
of school and operated on an educational level 
comparable with that of other professional 
schools. Our nursing students should be of a 
type suitable for professional service with a good 
educational and cultural background. They 
should be physically and emotionally mature, so 
as to effectively adjust to the many responsibili- 
ties which nursing involves. In many instances 
very young nurses are left with the responsibility 
of a large ward, especially at night. The student 
Is left to depend upon her own judgment a greater 
part of the time. Maturity and judgment usually 
come with experience and one or two years of 
acceptable educational work beyond high school is 
recommended. 


Hours of Duty 


Hours of duty materially effect the educational 
Program. Students must be able to study and to 
profit from their instruction and nursing experi- 
ence and at the same time preserve their health. 
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From 44 to 48 hours weekly are recommended to 
include both theory and practice. Even an 8 hour 
day with class hours in addition would be a 
marked improvement over ten hours. Our meth- 
ods of teaching and supervision must be suited to 
a professional school and be in accordance with 
accepted educational principles and procedures. 


The whole educational program must be 
planned in accordance with the learning needs 
of the nurse student, and at the same time safe- 
guard the welfare of patients who are cared for 
by students, as well as the interests of the insti- 
tution or organization providing nursing experi- 
ence. There are many problems to be considered 
in the installation of the new program. Prob- 
lems of administration which must be gradually 
ironed out by administrators of the hospital and 
nursing schools. To administer the new curricu- 
lum, it is necessary to have suitable facilities, re- 
sources, and conditions and an organization ca- 
pable of bringing these together to make them 
work. By this, I mean adequate clinical material, 
qualified class room and ward instructors, well 
equipped lecture rooms and science laboratories, 
illustrative materials and adequate library facili- 
ties. 


Hospitals and the Cost of Nursing Education 


Hospitals should not be expected to meet all 
the expense of this proposed nursing program. 
The general public should be enlightened as to 
the actual cost of nursing care of patients in hos- 
pitals and also enlightened as to the cost of nurs- 
ing education. The nurse student should pay 
something toward an education which prepares 
her to practice a profession. The Curriculum 
Committee suggests that some payment be made 
by the students, particularly for the first term of 
the proposed program. 


In closing, let me make a plea that we all keep 
an open mind and strive for a better understand- 
ing, and working knowledge of how we each can 
make this new curriculum truly function. Society 
of today makes the demand! Shall we not accept 
the challenge? 
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EDITORIALS 


Hospitals and Organized Labor 


Every hospital employee, from the superinten- 
dent to the scrub woman, has a direct obligation 
to the patients who are ill or injured, to the 
mother who is in confinement, and to her new- 
born babe. The care of the sick in hospitals 
depends upon the coordinated and continuous 
effort of every worker in the institution. 


No thoughtful employee will jeopardize the 
lives of helpless patients by neglecting his duties 
or leaving his post. Workers in hospitals may 
disagree with the hospital management as to 
terms of employment and wages, they may quit 
their jobs if they are dissatisfied, but they are 
never justified in deserting bedfast patients in 
the hospital who depend upon them and their 
fellow workers. 


The public will have no sympathy for any group 
of employees, obligated as hospital employees are 
to the care of the helpless, who abandon their 
posts and leave the hospital without notice or 
opportunity to provide replacements. 


In a recent instance, in a hospital with two hun- 
dred patients half the workers left their work 
between noon and the dinner hour. The hospital 
management had met every demand of the em- 
ployees, except recognition of a union, and had 
posted the agreement before the employees aban- 
doned their work. The hospital carried on with 
the loyal employees who remained, assisted by the 
wives of members of the hospital staff, nurses, 
and the ladies who volunteered to assist them. 
But the service to the patients was impaired, and 
the dependent sick were the innocent and help- 
less victims of an ill-considered and unwarranted 
act of dissatisfied employees who left their work 
even after their every request save one—and that 
a trivial request—had been granted. 


The public views hospital service very much 
as it views the services of police and fire depart- 
ments. It thinks of hospitals as ready and will- 
Ing ai all times to provide care and cure for its 
Physical ills, just as these departments maintain 
law and order and guarantee their safety. 
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The public will extend little sympathy and no 
encouragement to any working group, organized 
or unorganized, who leaves the hospital service 
crippled, and places the lives and health of help- 
less patients in jeopardy. 


Hospital workers must know that there is 
not a hospital administrator in this country 
who will not do what the recources of the 
hospital will permit to restore wages and sal- 
aries to reasonable levels. They should not 
forget that during the long years of the de- 
pression hospitals maintained, as best they 
could, the standards of employment and wages, 
while discharging their obligations to the sick of 
their communities, poor and rich alike, and ex- 
periencing mounting deficits while doing it. 


There are no great difficulties, and none but 
what can be satisfactorily adjusted between the 
hospitals and their employees. Each has main- 
tained faith with the other since hospitals were 
first established in this country more than two 
hundred years ago, much longer than many of 
our important industries. Both hospital and 
worker can adjust their troubles without resort- 
ing to strikes. 


The Sanctity of Hospital Trust 
Funds 


From the very beginning, hospitals have 
been the concern of philanthropists. In this coun- 
try hundreds of hospitals have been the recipients 
of gifts, either direct or by will, in amounts vary- 
ing from a few thousand to several million dol- 
lars, and aggregating more than $450,000,000. 
The care of this large endowment, so widely dis- 
tributed should be a sacred and inviolable trust. 
Benefactors of our hospitals, desire more than 
any other thing, a permanency of service in the 
operation of the endowment funds. They desire 
to make their gift a permanent asset for better 
service in their favorite hospital. 


Benefactors leave their money to the hospital to 
be administered by the Board of Trustees. In a 
majority of instances in larger hospitals, and 
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hospitals with large endowments, the Board of 
Trustees in turn has entrusted the custody of the 
fund to an established and conservative Trust 
Company. As a result, the funds have been con- 
served, and the desires of the benefactors have 
materialized. But in so many instances, funds 
have been left to hospitals, and the Board of Trus- 
tees, through inexperience, or neglect, or other 
causes more difficult to explain, has permitted 
these funds to depreciate, to become of little or 
no value, and to often disappear. 


Endowment funds should be safeguarded. 
When given to hospitals, the Board of Trustees 
becomes the custodian of these funds. The law in 
most states requires no bond, for the reasonable 
care of gifts or endowments to hospitals. It has 
been due to the fine type of men and women who 
compose our Boards of Trustees, that greater 
losses in trust funds have not resulted. Both the 
philanthropist who gives and the hospital that 
receives would be better served, if adequate pro- 
tection surrounded the endowments and trust 
funds of our hospitals. 


es Se 


The Incoming Intern 


Hospitals stress their educational function, 
and properly so. The hospital in medical educa- 
tion has replaced to a considerable degree both 
the preceptor and the professor. To the indus- 
trious, progressive, and dependable graduate in 
medicine, the intern year is the most important 
year in his medical life. He is earnest in his 
desire to round out the theory he has been taught 
by its practical application at the bedside. 


His successful intern year depends upon three 
things: 


First, the interest of the hospital and its 
administration in his progress, in making avail- 
able its diagnostic and therapeutic equipment for 
his use, as he needs it and under proper super- 
vision. , 


Second, the interest and counsel of the mem- 
bers of the staff to whose services he may be 
assigned, in explaining the significance of path- 
ology found, in teaching him the application of 
diagnostic procedures, and by showing a sym- 
pathetic and helpful interest in his study 
progress. 


Third, his application to the work allotted him 
during his intern year, and the sincerity of the 
effort put forth to learn everything that will help 
him when he engages in private practice. 
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The hospital superintendent can assist the 
intern greatly by taking an interest in the jn. 
tern’s welfare and comfort while he is a guest 
of the hospital, in receiving him cordially when 
he reports for duty, in meeting with the interns’ 
body informally, and in encouraging an adminis- 
trative, if not a personal, friendship with the 
him and his staff. 


Many of our better hospitals view the entering 
intern as a potential member of their staff, and 
if not of their own staff, then certainly as a mem- 
ber of the staff of some other good hospital. 


The superintendent can serve the intern well 
by giving one or two informal talks to the intern 
body on “‘hospital ethics,” the “role of intern sery- 
ice in the hospital,” “professional and _ patient 
relationships.” 


Hospitals are becoming more and more depen- 
dent upon their intern service. They can secure 
better service if they will take a professional and 
social interest in the young medical men who are 
now coming to them and make them feel that the 
hospital will be their professional home for the 
coming year. 


es ee 


Hospitals and Health Insurance 


The questions involved in the current discus- 
sion of health insurance are debatable, with much 
to be said on both sides. The subject embraces 
social, economic, political, and professional im- 
plications and, therefore, is one in which all are 
concerned. 


For the moment at least it would seem as 
though we can all agree that state medicine, now 
existing only in one country in the world (the 
Soviet Union) does not fit into our social struc- 
ture; but the same objection cannot be raised 
against health insurance which, by no stretch of 
the imagination, is state medicine and which, to 
some extent and in some form, is now in operation 
in all continental countries. 


If the medical profession considers it an obliga- 
tion and a duty to see that all who need it receive 
adequate medical attention and is concerned about 
the perfection of arrangements for remunera- 
tion, it would seem highly desirable to consider 
the subject of health insurance dispassionately. 


Certainly there is little justification for those 
concerned with the care of the sick to oppose any 
plan for assuring more adequate medical service 
to low income groups, as long as (a) free choice 
of physician is guaranteed; (b) cash benefits and 
medical services are separated; (c) proposed 
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plans eliminate all possibility of pecuniary profit 
by intermediaries; and (d) the standards of med- 
ical service remain under the control of the med- 
ical profession. 


It is conceivable that a workable form of health 
insurance will be provided, if present social trends 
continue. In any plan instituted, whether it be 
voluntary or compulsory, the hospitals must have 
a large interest, for health insurance means more 
hospital service, service in the field of medical 
research, in the field of preventive medicine, in 
out-patient care, and in the care of the in-patient. 
Diagnosis, treatment, and the care of the ambu- 
latory sick become increasingly the functions of 
the hospital, as the hospital develops into the cen- 
tre of community health activities. 


Some plan of health insurance, probably all- 
inclusive in character, seems to be definitely 
within the near horizons of the new social order. 
The plan will take over the excellencies of those 
in operation in other countries, discard the ob- 
jectionable features they now incorporate, add to 
them the sensible policies adaptable to our own 
people, to the medical profession, and to our health 
agencies, and will meet the reasonable require- 
ments of health protection, disease prevention, 
and good medical and hospital care. 
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Editorial of the Month 


Hospitals 
Bridgeport Post, Bridgeport, Conn. 


“Tt does seem as though an occasional good word 
should be expressed for the work of hospitals. 
We have for the most part reached the point 
where we take them as a matter of course, and 
have a tendency to regard the institutions as be- 
ing apart from everyday life. We know that 
people enter front doors of hospitals and are 
“swallowed up” until their periods of convales- 
cence are over. Of course, they are at times ac- 
cessible to their friends, but for the most part 
they are taken out of circulation, and are not 
restored to activity until they are able again to 
“go it alone.” 


It makes no difference whether the case at 
hand at any given time is the result of a serious 
accident, or a long drawn out illness. The hos- 
pital has to be equipped and manned to take care 
of all types of human disability, and to be ready 


to meet any emergency no matter when or how 
| It may arise. 


, If two automobiles traveling at 
high speed come together with a loud crash, and 


the occupants are strewn over the street and 
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countryside, it’ often becomes a matter of life 
and death to get the victims to the hospital at the 
earliest possible moment. 


When the hospital is reached with the victim 
of an accident, that individual’s entire future may 
depend upon the doctors’ accurate diagnosis and 
scientific treatment of his injuries, and upon the 
dependability and thoroughness of the nurses’ 
care. If these experts administer the proper 
remedies, at the end of a normal recuperative 
period, the patient, if his case is not hopeless, will 
be restored to that normal, happy aggressive life 
which he had previously enjoyed. But then, on 
the other hand, if the treatment is not satisfac- 
tory, there may follow years of mental and physi- 
cal disturbances which can be traced back, un- 
questionably, to the previous serious injuries. 


Hospitals, in fact, frequently hold the fates of 
the sick and injured securely within their walls. 
They repair, patch up and straighten up case 
after case, with no blowing of trumpets, with no 
fanfare, and hence are given scant credit for the 
marvelous accomplishments which they often 
achieve. The man who, after a period of hos- 
pitalization, is put back on his feet, sound and 
well, may know of the remarkable cure which 
the hospital has effected, and his friends may 
know it, but the general public has only a hazy 
idea that the hospital handles thousands of cases 
every year. 


Some day we may have a better appreciation 
of the hospital to life, liberty and the pursuit of 
happiness.” 


es & & 


Contamination of Books 


What precautions are necessary to guard 
against cross infections from books? Experience 
proves that books that are not too old or dilapi- 
dated are not serious indirect vestors of infectious 
diseases. The longer books remain inactive before 
redistribution, the less viable bacteria are present 
on the pages. Only such organisms as spore bear- 
ers, mycobacteria and the molds remain viable 
over long periods. Visible dirt and grime are, of 
course, likely to contain the fomities of disease; 
soft crude paper appears to be capable of holding 
more microbal growth than the partially or highly 
glazed papers. Books used by patients exposed to 
infection should be handled with extreme care; 
disinfected by dry heat, formaldehyde gas, or a 
few drops of formalin sprinkled on each page and 
place in a closed receptacle for at least twenty- 
four hours. Unbound books and pamphlets may be 
disinfected by live steam.* 
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Air Conditioning or Power Plant of the Hospital 


EDWARD F. STEVENS, F.A.I.A. 


Stevens, Curtin & Mason, Architects, Boston 


the sick patient; and in laying out the heating 

plant we must carefully consider just what 
changes must be made in the air surrounding the 
patient to give the desired comfort in heating or 
cooling, in humidifying or dehumidifying, and the 
amount of turbulence of the air necessary to pro- 
vide the right comfort zone surrounding the pa- 
tient. This is more than just heating and venti- 
lating. It is really air conditioning. 


I’ DESIGNING the hospital, we plan it around 


It is not enough to put a cast-iron radiator, 
heated to the roasting point, in the patient’s 
room and call it sufficient. The temperature of the 
room will be raised all right, but in most cases, 
unless it is controlled, the patient would be better 
off with the out-of-deor condition. In other words, 
in order to be conditioned, the air must be 
controlled. 


If I may be pardoned, I will quote from my own 
book:* ‘Many hospital experts agree that the 
patient in bed, except in special cases, should not 
have high temperature in his room. They agree 
that Nature calls for changes in temperature in 
his room. They agree that Nature calls for 
changes in temperature, that the man in robust 
health demands them; that the patient who is 
building up his strength should not be denied 
them. My old Professor at my technical school 
used to say to his class in heating and ventilation 
that the ideal temperature is that of a June day 
in a New England pine forest. Such an ideal does 
not involve an even temperature for the entire 
twenty-four hours.” 


American physicians are in general agreement 
as to what constitutes comfort conditions most 
conducive to good health. They have found that 
an effective temperature of from 68 to 71 degrees 
Fahrenheit is most desirable. 


The effective temperature is the actual tem- 
perature of the air coming in contact with the 
body and is generally one or two degrees below 
the wet bulb temperature. 

The problem of the architect and heating engi- 
neer, then, is to so lay out a plant that, with the 
least expenditure of money, it will produce this 
desired result. 

We must consider the location of the plant as 
one of the important matters to settle in the 
planning of the hospital. 


*The American Hospital of the Twentieth Century. 
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In the small hospital it seems necessary to 
locate the plant within the hospital building and 
it is generally most convenient to place the heat- 
ing and power unit in the basement. When go 
placed it is important that its location or func- 
tioning shall not interfere with the routine of the 
hospital work. 

In the larger hospital the plant should be 
located in the best possible position, generally 
but not necessarily central, and generally but 
not necessarily lower than the buildings to be 


served. 
The Boilers 


The number of boilers should be as few as is 
consistent with correct engineering design but 
as many as is necessary to give proper flexibility 
for lightest and heaviest loads and points be- 
tween. 

The Chimney 


The chimney should be located as near as is 
reasonably possible to the boilers, and must be 
of proper area and height to provide the required 
draft and to expel the gases away from all 
buildings. 


Power and Service Equipment 


In a large plant we may have in addition to the 
boilers all or some of the following: 

Engine—Generators for electricity 

Steam or Electric Pumps for various services 

Oil Burning or Mechanical Stoker Apparatus 

Feed-water Heaters 

Domestic Water Heating and Circulating 
Apparatus 

Vacuum Heating Pumps 

Water Softening or Filtering Apparatus 

Control and Measuring Apparatus and 
Instruments 


Where the plant includes the apparatus men- 
tioned above, it is advisable to place certain of 
the apparatus in separate rooms, but all should 
be adjacent and easily accessible, one from the 
other. 


Control and measuring apparatus, gauge 
boards, switchboards, etc., might be located in 
the engine room where they are constantly visible 
to the engineer-in-chief, but may be located in the 
pump room. 
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Such instruments as apply to boiler operation 
may be placed in the boiler room. 

Certain of the oil burning or stoker apparatus 
and instruments belong in the boiler room, and 
there must be space for oil tanks, usually under- 
ground, or for coal bunkers. 


In general practice it is advisable to place the 
engine room higher than either boiler or pump 
room, with space beneath for steam, exhaust, drip, 
and other piping. In this way the engine room 
may be kept clean and free of piping, and the 
engines may be operated by floor stand valves. 


Where occupied spaces occur over apparatus 
rooms, the ceilings of the latter should be insu- 
lated against heat and sound, and ventilation of 
apparatus rooms is sometimes necessary to make 
the room above livable. 


Boiler Steam Pressure 


Boiler steam pressure should be maintained 
somewhat higher than the greatest pressure re- 
quired, approximately as follows: 


125 pounds 
90 pounds 


Engines and Steam Pumps... 
Laundry 








60 pounds 
20-40 pounds 
2-10 pounds 
0-— 2 pounds 


Sterilizers 
Kitchen 
Domestic Water 
Heating 


Steam for the various services requiring less 
than the maximum is brought down to the proper 
pressure by feeding through pressure-reducing 
valves, each pressure requiring a separate re- 
ducing valve. 


Water treatment is made necessary by two 
causes: (1) sediment or mineral salts in the raw 
water and (2) excess oxygen in the raw water or 
in steam condensate. 


Fuel 


Fuel may be gas, pulverized coal, solid coal, 
or oil. 


Gas is too expensive in large plants except in 
the natural gas regions. 


Pulverized coal is only for large plants, gener- 
ally industrial. It is noisy and dirty in its prepa- 
ration, requiring high maintenance expense for 
apparatus and boiler settings, and has a decided 
disadvantage in the “fly ash” expelled from the 
chimney. 
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Boiler Room in the Service Building of the Springfield Hospital, showing the three oil burning boilers together with 
mechanical recording device on boiler front. 
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Solid coal may be hand fired in the smaller 
plants, while in the larger it may be handled by 
automatic machinery which delivers it to the 
stokers and removes the ashes. 


Oil may be of the light household type in very 
small boilers, or of the heavy crude type in the 
largest plants. The heavy oil requires much more 
apparatus to handle it and is usually suitable only 
under the care of efficient, licensed crews of 
engineers. 


The size of the plant has a definite decision in 
the type of fuel, as has also the price of fuel and 
its availability. Large waterfront plants may re- 
ceive coal in barges or oil in tankers, and the 
price is therefore quite low for both. 


Under certain conditions there may be a saving 
in boiler-room attendance when oil is used. 


A large plant designed for either fuel should 
be also designed so that if price, availability, or 
other factors make a change of fuel desirable, the 
plant may be converted to the use of the other 
fuel, quickly and without great cost. 


Steam or Water as the Heating Medium 


The question of steam or water for heating is 
not easy to answer because so many factors enter 
into the decision. Perhaps some idea may be given 
by dividing plants into three classes: very small; 
medium or general; and very large. 


We might say very broadly that hot water is 
best suited to the very small and very large, and 
steam for the general run in between, but it must 
be understood that there is no sharp line between 
the classes. 


The very small institution is comparable to a 
dwelling house, and for such the most even and 
steady heat is hot water, which may be heated 
directly by the boiler. 


The very large plants have available large quan- 
tities of five-pound exhaust steam, about one-fifth 
of which is usable for heating boiler feed water, 
and perhaps another one-fifth for heating domes- 
tic water. This leaves three-fifths available for 
heating. This exhaust steam may be fed directly 
into the heating mains, but it can go only a lim- 
ited distance before losing its pressure. To in- 
crease its initial pressure means to increase the 
back pressure on the engines, resulting in loss of 
efficiency or requiring excessive supply pressure 
to engines. 


Flexibility of hot water is almost infinite. The 
primary water temperature may be carried any- 
where from 120 to 212 degrees under gravity 
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Cabinet for Zone Control of Heating Used in the 
Springfield Hospital 


conditions and may be increased greatly by in- 
creasing the pressure. It is not uncommon to 
have the water temperature reach 237 degrees. 


The velocity of water flow may also be almost 
anything from a “creep” to a “rush,” depending 
upon the speed of the pump. 


High temperature and high velocity permit 
smaller pipes and radiators, as the water inside 
the radiator is rapidly and continuously replaced 
by more hot water instead of permitting the 
radiator water to cool by slow circulation. 


Thus a forced hot water apparatus has not 
only the greatest flexibility, but it is very simple 
to control or regulate by changing temperature 
and/or velocity at the source. 


There are times, however, when the size and 
arrangement of the buildings do not warrant the 
expense of forced hot water, and we then find 
that a modern vacuum steam system of heating 
is most suitable. 


Such a steam system, if properly designed and 
installed, should operate on about one-half pound 
of steam for direct radiators. Where fan heaters, 
unit ventilators, etc., are used for heating cold 
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outdoor air, 2 pounds steam pressure should be 


carried to prevent possibility of freezing the 


heating surfaces. 


Objection to steam systems is sometimes heard 
on account of uncontrollable heat and noise. This 
is often based upon experience with the old fash- 
ioned systems, sometimes operated at 5 to 10 
pounds pressure and fitted with a manual valve 
on both supply and return of each radiator. 
Steam passed through the radiator into the re- 
turns, and if one valve were closed and the other 
left open, the result was gurgling, pounding, and 
squirting of water from air valves. 


Heating System Controls 


Controls for heating systems are of numerous 
types. As rooms are of varying sizes, for various 
purposes, located at different compass points, sub- 
ject to ever changing conditions of sun and wind 
exposure, perfect regulation can be accomplished 
in theory only by individual automatic devices in 
each “oom. 


In rooms containing but one radiator, it is sel- 
dom desirable to have anything but manual con- 
trol. In certain other rooms, such as corridors, 
utilities, toilets, work rooms, etc., manual control 
is suitable. 


Operating rooms, large class and assembly 
rooms, etc., very definitely require automatic tem- 
perature regulation for each individual room. 
Such regulation may be either electric or pneu- 
matic, with room thermostats operating auto- 
matic radiator valves. 


Heating and Laundry Unit of the Quincy City Hospital, 
Showing Special Chimney Construction 
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Power Plant and Laundry of the Springfield Hospital, 
Showing Specially Designed Chimney 


For certain institutions where the various types 
of occupancy are separated into different build- 
ings or wings of a building, so-called zone control 
is sometimes suitable and economical. This con- 
sists of separate pipe mains for each building, 
wing, or “zone,” each fitted with an automatic 
valve. 


Likewise, for each zone an outdoor thermostat 
is located and shielded from direct effect of sun 
and wind, and an indoor thermostat is located at 
some strategic point. The two thermostats oper- 
ate in conjunction to open, close, or graduate the 
motorized valve, thus maintaining a reasonably 
even temperature on each zone and thereby saving 
a noticeable quantity of steam which would other- 
wise be used to overheat the building. 


It must be understood that zones must be very 
carefully studied and planned in relation to com- 
pass points, sun effect, probable wind direction, 
and type of occupancy. 


Refrigeration 


Refrigeration for large hospitals has frequently 
been furnished in the past by large ammonia or 
carbon dioxide central plants, requiring sizable 
engines or motors for running the compressor. 
These are now pretty much a thing of the past, 
and have been replaced by smaller self-contained 
units, in both large and small hospitals. 


Spares 


In these days when everyone drives an auto- 
mobile and each automobile is equipped with a 
spare tire, it seems hardly necessary to stress the 
need of spare boilers, double piping systems, etc. 
A hospital must not be shut down for repairs, and 
it is therefore important that there be such spare 
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The Refrigerating Plant of the Springfield Hospital 


boilers, pumps, etc., and such duplicated pipe 
mains as will permit the hospital to meet ordi- 
nary emergencies. 


A good power plant and mechanical apparatus 
should be “well bred.” It should perform the 
duties incumbent upon its station, but should 
never be loud, obtrusive, nor seeking to attract 
~ attention. 


The various forms of heating units demand 
attention. The simplest is the cast-iron radiator. 
There are hospital type radiators, with ample 
cleaning space between the sections. The “fin” 
type radiator has a greater efficiency for the space 
occupied, but is not so readily cleaned. ‘Condi- 
tioning” units, with fans to circulate the air into 
various parts of the rooms, conserve the heat, and 
with silent motors are effective. 


Air Condition in Hospitals 


Great progress is being made each year in the 
air conditioning of hospitals, as well as other pub- 
lic buildings, and the hospital architect’s big prob- 
lem is to provide comfortable living conditions 
with proper heating, cooling, and humidifying. 
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The introduction of heat units, whether by blow- 
ers or direct or indirect radiation, is a subject 
which needs an enormous amount of study, not 
only to fit the proper conditions, but to come with 
the pocketbook of the builders. 


One of the great essentials in the ventilating of 
the building is to have a quiet apparatus that will 
not disturb the patients or the hospital staff. It 
is not necessary to ventilate each and every room 
in the hospital, for with windows open to the 
fresh air in a temperate climate it is hardly 
necessary to ventilate any but the utility and other 
service rooms. 


Artificial ventilation of the corridors is ul- 
necessary for the reason that air which might 
be exhausted from the corridor must be admitted 
from some source, naturally from the wards or 
other rooms of the hospital. The ventilation from 
the corridors, therefore, should be outward 
through the stacks of the service rooms, toilets, 
etc. 


As I stated in the first part of this article, all 
heating, cooling, humidifying, and dehumidifying 
of the air in our hospitals or elsewhere is really 
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air conditioning; but just how extensively this 
ean be carried out in the hospital, where we must 
curtail our expenses, is a question. Surgeons are 
demanding that we give them better air condi- 
tions in their operating rooms. In the summer- 
time, with the high temperature outside the build- 
ing, the heat of the operating rooms becomes un- 
endurable; and in the wintertime the static con- 
ditions of the room make it necessary for a large 
percentage of humidity to be introduced into the 
rooms. This cooling in summer and humidifying 
in winter involves more or less expensive outlay, 
but it can be done, and this is being proved in 
many of our modern hospital institutions. 


Worcester City Hospital 


In the new addition to the Worcester City 
Hospital the eight operating rooms and four or 
five delivery rooms and creches are so built 
that the air condition of each room can be 
anything desired. For instance, with the tem- 
perature running at 105 degrees outside and the 
humidity at 70 or 80 per cent saturation, the room 
can be put in perfect 80 or 90 degree temperature 
and 40 or 50 per cent humidity. 


A special conditioning unit was designed which 
would operate on hot and cold water as the heat- 
ing and cooling medium. A coil suitable for both 
heating and cooling is also provided so that we 
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could cool properly with 45° F. water and heat 
properly with 160° F. water. Other requirements 
are a water spray for humidification, to operate 
only when the heating cycle is in operation; a 
ventilating wall box fitted with insect screens and 
dampers; space for a filter element to be thrown 
away after using; a wall panel; a drain to carry 
away the condensate. 


The cold water supply from brine coils may be 
supplemented by ice. The cooling season for this 
hospital will not exceed 100 days. This combina- 
tion of ice and mechanical means for preducing 
cold water is economical, inasmuch as it allows 
the selection of a machine for the normal load and 
allows for the use of ice for the peak conditions, 
which are relatively few. 


Alongside the cold water tank a heat exchanger 
is installed to provide the necessary hot water. 
This heating is done by steam coils immersed in 
the hot water tank and under automatic regula- 
tion to maintain the water temperature as desired. 


If the weather should suddenly turn cold, as it 
often does in New England and the northern 
states, a weather thermostat placed outside the 
building makes electrical contact which automat- 
ically shuts off the cold’ water from the circu- 
lating pump and turns on the hot water. It re- 
quired less than five minutes to change from the 


Air Conditioning Unit in All Operating 
Rooms of the Worcester City Hospital 
Casings removed to show heating unit, 
spray heads for humidifying, motors 


and fans, filter, etc. 
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cooling cycle to the heating cycle. The same pump 
and the same piping are used for circulating both 
hot and cold water, and motor valves simply 
operate to supply the pump with hot or cold water. 
This system allows for one set of piping and one 
set of radiation, which is less expensive than a 
double set of pipes. 


A few examples of hospitals designed by my 
office will illustrate some of the ways in which we 
have obtained a well-functioning plant. 


Mary Lane Hospital 


The Mary Lane Hospital, at Ware, Massachu- 
setts, is a hospital of about 25 or 30 beds. 
The rear of the hospital was at a slightly 
lower grade than the front, so that we could 
approach the power plant from the rear without 
direct interference with the functioning of the 
hospital. This “boiler room” was placed at a 
slightly lower grade than the general ground floor 
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level, where were located the x-ray, laboratory, 
kitchen, drug room, and hospital stores. 


Aiken County Hospital 


In the Aiken County Hospital, Aiken, South 
Carolina, the heating plant is also housed within 
the main building. On the same floor with the 
heating plant are the main kitchen and dining- 
rooms, x-ray department, and out-patient depart- 
ment. 

New Britain General Hospital 


With the larger institutions, when there is lim- 
ited ground area and a limited amount of money 
for construction, it often happens that the contour 
of the ground lends itself particularly well for 
placing the power plant under the main structure. 
This was true with the new buildings of the New 
Britain General Hospital, at New Britain, Con- 
necticut, but in this particular case the loca 
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tion of the plant nas been anything but satis- 
factory and it will undoubtedly be relocated in a 
separate heating plant. In this particular build- 
ing, the laundry, as well as the heating plant, is 
located on the ground floor, with the kitchen or 
the first floor beneath the patients’ portion of the 
hospital. 


Quincy City Hospital 


At the Quincy City Hospital, Quincy, Massa- 
chusetts, the heating unit was combined with 
the laundry and kitchen in a separate build- 
ing. This hospital is much spread out, with 
the buildings scattered at long distances, but 
the service building took ample care of the various 
parts of the institution. In the service building, 
besides the heating plant and fuel room, there 
is a refrigerating plant for the entire hospital; a 
large, well-equipped laundry, and a_ spacious 
modern kitchen. Attention was given to provid- 
ing plenty of storage room for all departments. 
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The design of the chimney is a feature of the 
building which takes away the usual ugly appear- 
ance of chimneys. 


Tampa Municipal Hospital 


At the Tampa Municipal Hospital, at Tampa, 
Florida, the power plant is connected directly with 
the hospital and is partly under the same roof. 


While this building was originally laid out for 
coal, before it was finished it was found that we 
could get tide water delivery of oil within a few 
feet of the boiler plant. 


The chimney stack was built into the architec- 
ture of the hispital, and so was not an unsightly 
independent stack. 


With this mechanical plant was a large and well 
equipped laundry, cold storage and ice-making 
plant, kitchen and hospital stores, and a large ice 
storage for the daily use of the hospital. 
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Aiken County Hospital, Aiken, South Carolina 


On the first floor was the hospital kitchen, main 
incinerator, bakery, and dining-rooms. 


Springfield Hospital 


The power plant of the Springfield Hospital, at 
Springfield, Massachusetts, was planned under 
ideal conditions. The building is well removed 
from the hospital itself and is at a lower level, 
which provides gravity returns for heat, fuel de- 
livery from the adjoining street, with tunnel con- 
nection to the main hospital. 


The boiler house is ample in size and is pro- 
vided with three large boilers. The refrigerating 
plant is very complete with two compressors, nec- 
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essary pumps, etc., with C°2-d used as a refrig- 
erant. An incinerator is also in this building. 


On the first floor, above the boiler room level, 
is a well equipped laundry and clean linen room. 


Where the heating plant requires a large and 
generous chimney flue, there is necessity for a 
chimney of a size usually out of proportion with 
other architectural features, but at Springfield 
we have designed a chimney which blends and 
harmonizes with the architecture of the hospital. 


In the preparation of this article, the writer is 
indebted to Mr. Ernest Whitaker, Engineer, for 
much of the technical data on the heating plant. 
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Ground Floor Plan, The Mary Lane Hospital, Ware, Massachusetts 
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Relationship of the American Hospital Association 


to State and Provincial Associations 


GRAHAM L. DAVIS 


Member, Committee on Membership Structure and Association Relations, American Hospital Association 


well to review briefly the historical back- 

ground out of which has developed the 
present relationship of the American Hospital 
Association to state and provincial associations. 


A S A BASIS for our discussion it might be 


Membership Structure 


Eight hospital executives met September 12, 
1899, in Cleveland at the call of James S. Knowles, 
superintendent of Cleveland’s Lakeside Hospital, 
and organized the “Association of Hospital Su- 
perintendents.” That was almost 38 years ago. 
Dr. Charles O’Reilly, medical director of the To- 
ronto General Hospital, attended the third annual 
meeting in New York, he was promptly invited 
to become a member, and since that time the 
Association has been international in character. 


For the first seven years of its existence mem- 
bership was restricted to executive officers of hos- 
pitals. In recognition of the fact that the Asso- 
ciation should be primarily an organization of hos- 
pitals represented by individuals, rather than an 
organization of hospital administrators, the name 
was changed after seven years to American Hos- 
pital Association. Also in recognition of the fact 
that the hospital is a community public service 
institution, in which everyone should have an in- 
terest, the basis of membership has been broad- 
ened through the years until now any organiza- 
tion or individual in the world may become a 
member of the American Hospital Association. 


State, provincial, and other regional hospital as- 
sociations have also grown up through the years 
with almost every conceivable variation in mem- 
bership structure. Some have only hospital or 
institutional members, others have only personal 
members, while still others have both institutional 
and personal members. Ohio is the only state or 
province with its state association membership 
the same as the American Hospital Association. 
In other states and provinces some hospitals and 
individuals belong to both state or provincial as- 
sociations and the American Hospital Association, 
while other hospitals and individuals belong to one 
or the other. In a way the regional association 
in its own area competes with the American Hos- 
pital Association for membership with the result 
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that the regional associations probably have twice 
the number of hospitals represented in their mem- 
bership as the American Hospital Association. 
Seven or eight states and provinces have no state 
or provincial association ; North Carolina and Mis- 
sissippi have practically every eligible general 
hospital enrolled as members of their state asso- 
ciations and a number of the special hospitals. 


Relationship to Regional Associations 


During the first fifteen years of its existence 
no problem arose as to relationship to state and 
provincial associations, because there were no 
such organizations. Then Ohio organized the 
first state or provincial hospital association. That 
was in 1914. In 1916, the Committee on Develop- 
ment of the American Hospital Association 
reported: “We do not believe that the state asso- 
ciations are a move in the right direction. There 
is no good reason why there should be a division 
along state lines. In some states it is impossible 
to form or maintain a state organization, while 
in others a flourishing association can be main- 
tained. To meet the objection of distance and to 
bring those of allied interests together, we beg to 
bring to your attention the possibility of forming 
subsidiary organizations which shall represent 
different sections of the country. These associa- 
tions to be so grouped of states that their prob- 
lems, their interests, and ambitions be as nearly 
alike as possible. These to hold their yearly meet- 
ing; and the year that the national association 
meets in any given section, that section meeting 


_be omitted.” 


Following up this recommendation, President 
Winford H. Smith suggested formation of “an 
Eastern, a Western, a Central, a Southern, 
and a Canadian hospital association, each meet- 
ing every two years in its own territory. Then 
let the American Hospital Association meet on the 
alternate years and make the membership of the 
larger association dependent upon membership in 
the smaller bodies. The smaller associations 
might interest many whom we do not now reach, 
and by thus stimulating their interest will result 
in a considerable increase in the membership of 
the larger organization.” 
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What happened was that the constitution was 
amended in 1916 to provide for geographical sec- 
tions “in order that recognized meetings of the 
Association may be held in various parts in places 
not easily accessible to all members . . . proceed- 
ings of any authorized section . . . approved by 
the Board of Trustees may become a part of the 
proceedings of the Association, and any resolution 
adopted by a geographic section shall be recog- 
nized as a motion duly made and seconded by any 
general session of the Association and vote of 
the general Association shall be taken thereon.” 


The thing did not work out exactly as planned 
twenty years ago and I think the reason is that 
these proposed geographic sections were given no 
representation as such in the councils of the 
American Hospital Association. There are six- 
teen geographic sections of the American Hospi- 
tal Association at present. There is no organic 
connection of state or provincial associations with 
the American Hospital Association. 


In the meantime states, provinces, and regions 
have gone merrily along with the organization of 
their own associations until now there are seven 
regional associations and every state and prov- 
ince, except Nebraska, Maryland, and the District 
of Columbia, has either a state or provincial asso- 
ciation or is included in a regional association of 


several states or provinces. Two of the regional 
associations recommended by Dr. Smith in 1916 
are now actually functioning, the Western Hos- 
pital Association and the Canadian Hospital Coun- 
cil, but they are not geographic units of the 
American Hospital Association. 


This briefly was the situation as it existed at 
the time of the first meeting of state, provincial, 
and regional hospital association representatives 
with the Board of Trustees of the American Hos- 
pital Association in Chicago on February 15, 1932, 
just five years ago. At this meeting representa- 
tives of the Ohio Hospital Association, which you 
will recall was the first state or province to organ- 
ize its association and also the first geographic 
unit of the American Hospital Association, strong- 
ly urged closer co-ordination of activities of all 
state and provincial associations with the activ- 
ities of the American Hospital Association. Rep- 
resentatives of other hospital associations present 
at this meeting strongly concurred in this recom- 
mendation. 


Committee on Membership Structure and 
Association Relation 


Next definite step taken was a resolution by 
the Association at the Philadelphia convention 
in 1934 authorizing the Board of Trustees to 
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appoint a committee “to study the basis of 
membership, the relationship of regional and 
national associations, and their proper financ- 
ing,” the committee to consist of three Trustees 
of the American Hospital Association, three 
representatives of sectional associations, and 
Chariman John R. Mannix of Cleveland, as- 
sistant director of University Hospitals. The 
Committee met two or three times during 1935 
and made a report with recommendations to the 
1935 convention in St. Louis, but the Constitution 
and Rules Committee failed to put the recom- 
mendations into proper shape for submission to 
the convention. Several other meetings were held 
during 1936. In the meantime the membership of 
the Committee on Constitution and Rules had 
changed and it failed again to get the proposed 
constitution and by-laws in shape. At the Cleve- 
land Convention last September the Committee 
on Constitution and Rules met with the Board of 
Trustees and our Committee. The Board of Trus- 
tees added this Committee to our Committee, cre- 
ating a Joint Committee to work out the proposed 
changes in the Constitution and By-Laws. This 
Joint Committee held its first meeting in New 
York on December 4, and we also held what was 
in effect a four-day session in Chicago the middle 
of February. We made a progress report to the 
Board of Trustees, our latest proposals were ap- 
proved by them, and we were instructed to draft 
a set of by-laws in conformity with these pro- 
posals for submission to the Board of Trustees at 
its June meeting. At that time we hope to secure 
final approval of the document that will be sub- 
mitted to the annual meeting of the Association - 
in Atlantic City next September for adoption. 


Proposed Changes 


Councils. I shall now take up the proposed 
changes in membership structure and association 
relation, but first I should like to mention a pro- 
posal we are making which was not strictly speak- 
ing within the authority conferred upon us by 
the resolution creating the Committee. We found 
the work of the Association carried on by the 
annual convention, a Board of Trustees, Joint 
Committee, Council on Community Relations and 
Administrative Practice, twelve sections, six 
standing committees, and 22 special committees, 
in addition to the headquarters office in Chicago. 
We found there was little co-ordination of activi- 
ties of these 44 different groups and considerable 
overlapping of function and activities. For ex- 
ample, the Committee on Nursing had no func- 
tional relationship to the Section on Nursing. 
These two groups might make different recom- 
mendations as to the same matter of policy. 
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AMERICAN HOSPITAL ASSOCIATION 
CHART OF PROPOSED ORGANIZATION 
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We found this Council on Community Relations 
and Administrative Practice, created about four 
years ago, doing very effective and efficient work 
for the Association. This gave us the idea to pro- 
pose co-ordination of all the activities under six 
councils functional in nature. Three of these 
councils have to do with the internal management 
of hospitals: Administrative Practice, Profes- 
sional Practice, Construction and Plant Opera- 
tion. The other three councils have to do with 
the external relationships of hospitals: Public 
Education, Government Relations, Association 
Development. Each council has six members and 
the chairman of each council is authorized to ap- 
point such committees from the membership of 
the Association as may be necessary to carry for- 
ward the work of his particular council. Each 
of the 29 committees now functioning would func- 
tion in the future as a committee responsible to 
its appropriate council, except Committees on 
Constitution and Rules, Resolutions, and Nomi- 
nations functioning as part of The Assembly. 


Then the chairman of each of these six coun- 
cils with the president of the Associations will 
constitute a planning body, called the Committee 
on Co-ordination of Activities. Its function is 
to map out the work of the various councils and 
develop the program for the annual meeting. For 
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the purpose of presenting the work of the Asso- 
ciation at the annual meeting this Committee on 
Co-ordination of Activities may create such sec- 
tions as it sees fit. This I think will be a distinct 
improvement over the present arrangement. 


Membership Structure. As to membership 
structure, the Joint Committee is proposing no 
radical changes. We have tried to classify mem- 
bership in a more orderly fashion as follows: 


A Active (Voting) 
1 Institutional 


a Type I, general and special hospitals 
for short stay acute diseases and con- 
ditions 
Type II, special hospitals for nervous 
and mental, tuberculosis, orthopedic, 
and other long stay patients 

ce. Type III, dispensaries and clinics 


2 Personal 


Trustees 

Administrators and assistant admin- 
istrators 

Medical staff 

Executive officers of organizations 
developing and supporting hospitals 
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B_ Associate (Non-Voting) 
1 Institutional 
a Denominational, racial, and special 
service hospital associations 
b_ Associations of hospital personnel 
c Medical and public health associa- 
tions 
d Government departments 
e Educational associations, 
tions, and the like 
2 Personal 
a Hospital personnel other than admin- 
istrators and assistant administra- 
tors 
Other persons interested in the Asso- 
ciation. 


founda- 


Dues. We are proposing a change from the 
present method of assessing dues on the basis of 
bed capacity, because bed capacity is so difficult 
to define. Take as an extreme example Charity 
Hospital in New Orleans with a reported capacity 
of 1,800 beds, but averaging 2,700 patients per 
day. On what basis should its dues be assessed? 
Many hospitals closed whole floors during the de- 
pression. They objected to paying on the basis 
of beds that were not even set up for use by pa- 
tients. Hospitals frequently object to paying ad- 
ditional dues when bed capacity is increased. 


The Joint Committee decided that a hospital 
benefits from membership in the Association, not 
in proportion to the number of beds it has, but 
in proportion to the amount of in-patient service 
it renders the community. For that reason we 
propose to assess dues at one mill per patient per 
day for the first 40,000 days and one-half mill for 
the next 70,000 days during the calendar year, 
with days of care of newborn infants excluded, 
but the maximum for Type II hospitals is $20. 
This is the group that cares for long stay pa- 
tients, nervous and mental, tuberculosis, crippled 
children, and the like. As a practical matter, 
probably not a dozen general hospitals in the 
South would pay the maximum of $75 for Type I 
hospitals and two of every three would pay the 
minimum of $10, because two of every three gen- 
eral hospitals in the South have less than 27 pa- 
tients a day. The following tabulation shows 
what dues would be in multiples of $10: 


Days of Care Patients Per Day Dues 
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Closer Working Relationship. But by far the 
most difficult problem the Committee has had to 
deal with is the same problem the Association 
failed to solve back in 1916, a closer working re- 
lationship between the American Hospital Asso- 
ciation and the state, provincial, and other re- 
gional hospital associations. Most everyone 
agrees that we must build up a strong and ac- 
tive organization of hospitals that will speak with 
authority for the hospitals of the United States 
and Canada if we expect to preserve the best fea- 
tures of our present voluntary hospital system. 
Medical service, of which hospitals are a part, has 
made such rapid advances during the past fifty 
years that it has become a necessity of life on a 
par with food, clothing, and shelter. 


In the reports of the Committee to the Ameri- 
can Hospital Association at the conventions in 
1935 and 1936 we proposed a House of Delegates 
elected largely by the state and provincial asso- 
ciations, but when the Committee on Constitution 
and Rules was added to our Committee we dis- 
covered that this would be in effect turning con- 
trol of the Association over to non-members. 
That cannot be done under Illinois law. The 
American Hospital Association is an Illinois cor- 
poration. 


Of the hospitals in the United States and 
Canada, the American Hospital Association has 
1,898 institutional members and additional per- 
sonal members who are not connected with 
member hospitals. The state, provincial, and 
other regional associations probably have at least 
twice that number of members. Some hospitals 
are members of the American Hospital Associa- 
tion and not members of their respective state, 
provincial, or other regional association, and 
many hospitals are members of state, provincial, 
and other regional associations that are not mem- 
bers of the American Hospital Association. 


To get around this difficulty the Joint Commit- 
tee is proposing a compromise in the way of a 
House of Delegates, not to exceed one hundred 
members, to act only in an advisory and con- 
sultative capacity to the Board of Trustees. Each 
state and province would elect at least one dele- 
gate which would count up to 58. Then 14 addi- 
tional delegates would be apportioned among the 
larger states in proportion to membership of the 
American Hospital Association in these particu- 
lar states. This would make 72 delegates named 
by the state and provincial associations. Then 
the Assembly would elect 15 delegates, the Board 
of Trustees would be ex-officio members of the 
House of Delegates, and the immediate past presi- 
dent would be a delegate. This would make up 
the 100. 
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The accompanying chart of proposed organiza- 
tion of the American Hospital Association indi- 
cates graphically how the Joint Committee pro- 
poses to bring about this closer working relation- 
ship between the American Hospital Association 
and the state and provincial associations. If this 
were the chart of organization of the American 
Medical Association, it would be a straight line 
from top to bottom with the state medical socie- 
tites and a representative House of Delegates fit- 
ting in between the membership and the Ameri- 
can Medical Association, which is a federation of 
state medical societies. If the American Hospital 
Association were a federation, the Assembly 
would have no legislative function. Now it is the 
governing body. In other words, the American 
Medical Association is a representative type of 


organization; the American Hospital Association 
the “town meeting” type. If a member hospital 
in San Francisco wants to have any voice in the 
affairs of the Association this year it will be 
necessary for this hospital to send one to three 
delegates to the Atlantic City Convention next 
September. As a consequence the great bulk of 
the membership never has any voice in the man- 
agement or in shaping the policies of the Asso- 
ciation. 

As astep in the direction of a remedy, the Joint 
Committee is proposing this advisory and con- 
sultative House of Delegates. Eventually it 
should become the governing body. What the 
Committee would like to know is the reaction of 
the state and provincial hospital associations to 
this proposal. 
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Fire Hazards in Hospitals 


SAMUEL J. POPE, Chief of Department 
City of Boston Fire Department 


which is of the’ utmost interest to every fire 

department and I sincerely hope is of equal 
interest to all persons maintaining or having 
supervision of hospitals in our community, both 
public and private. In any case it is a subject 
which should be in your minds every hour of the 
day, as you have the grave responsibility of car- 
ing for those who in many instances are prac- 
tically helpless and unable to care for themselves. 
The hazards of a hospital are numerous. Hospitals 
have all the hazards of hotels, theaters, schools, 
drug stores, factories, and machine shops com- 
bined. 


There is no mystery to the causes of fire in 
any building, whether it be a hospital, church, 
dwelling, or factory. In most cases the fire could 
have been avoided if the hazard had been recog- 
nized. 


To subject of fire hazards in hospitals is one 


Any fire is a very serious occurrence, but to 
have a fire in a hospital one shudders at the pos- 
sibilities. Every fireman, no matter what city or 
town in which he may be located, is thoroughly 
acquainted with the number of the fire alarm box 
that might be sounded for a fire in a hospital in 
his particular community. I can assure you there 
is not another box in the entire fire alarm circuits 
that causes a fireman more anxiety and concern 
than an alarm from a hospital box or a box in the 
vicinity of a hospital. 


There is a reason for this anxiety and concern 
on the part of men who make fire fighting 
their life’s work and it is because they recognize 
the great danger of a fire in these institutions and 
the serious possibilities involved. It follows, 
therefore, that you who are charged with the 
supervision of these institutions should take every 
measure possible to prevent a fire from taking 
place. 

The Four Fire Hazards 


Every building has four distinct hazards, light, 
heat, power, and housekeeping. All have contrib- 
uted to the fire loss. At this time I would like to 
outline the principal causes of fire in any prem- 
ises, including hospitals, and in the order in which 
they have occurred numerically: 


Matches and smokers’ articles have caused 
more fires than any other known cause. Today, 


*Presented at the meeting of New England Hospital Asso- 
ciation, Boston, February 25, 1937. 
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this hazard has practically doubled due to the 
fact that a great number of women are now smok- 
ing. I am firmly of the opinion that the best way 
to control the smoking hazard in a hospital is to 
commence with the employees themselves. It 
seems quite natural that if doctors, attendants, 
porters, and other employees are permitted to 
walk through the hospital smoking that visitors 
and patients will soon take it for granted that it 
is permitted in the institution. 


We are fully aware of the effort that must be 
made by you officials to control the dangerous 
practice of smoking in the hospitals, but we also 
know that it is worth the effort required. To 
smoke in bed is merely to invite disaster even 
though the person is not confined. But for a per- 
son who is confined in bed in a hospital to smoke 
is nothing short of tragic. I wish some of you 
could have been present with me at fires where 
persons have lost their lives because of this dan- 
gerous practice and I know that you would under- 
stand that I am not too emphatic about this condi- 
tion. Having had experience with fires which have 
occurred in hospitals I know that ninety per cent 
of them were caused by careless smoking. This 
condition is entirely in your hands and every 
measure should be taken by you to stop smoking 
in your hospitals. Smoking rooms could be estab- 
lished for your employees but never in buildings 
where patients are housed. 


Electricity as a Fire Hazard 


The second greatest cause of fire is electricity. 
The tremendously widespread use of electricity in 
hospitals and its use for power, light, heating, 
cooking, signaling, and many other purposes is 
the reason. Were it not for the remarkably good 
control exercised throughout almost all sections of 
the country as regards equipment and installa- 
tion hazards, the losses therefrom would be far 
greater. Nevertheless there is a decided oppor- 
tunity for improvement. 


The fundamental causes of electrical fires are 
ares and overheating. The separation of conduc- 
tors or parts of different potential and the design 
of equipment to carry safely ordinary loads and 
even overloads coupled with automatic protection 
(fuses or circuit breakers) to open circuits if over- 
load becomes severe enough to be dangerous, en- 
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ter into the design and installation of all electrical 
equipment. This should be actively borne in 
mind in considering electrical fire hazards. Fuses 
and safety breakers are the safety valves of elec- 
trical systems. They are often omitted and fre- 
quently abused. Circuit breakers are often set 
unnecessarily high. Fuses are sometimes too 
large. Cartridge fuses are refilled or bridged with 
fuse wire or copper wire of too high carrying 
power and occasionally iron pipe, brass tubes, hay 
wire and sometimes copper pennies will be found 
in place of fuses. When these conditions take 
place, fire is sure to follow. 


Incandescent lamps are frequent causes of fire. 
Even the most efficient lamps use up a large per- 
centage of the current consumed in the formation 
of heat. In clothes closets, linen closets, lockers, 
and even wrapped up in blankets as bed warmers, 
the incandescent lamp has caused fires. Lamps 
should be kept clear of combustible material, 
either by location or by protection with suitable 
guards. Only incombustible shades should be 
used. There is a prevalent practice of decorating 
hospitals during the holiday seasons. You must 
never sacrifice safety for appearance and senti- 
ment. All decorations should be kept a safe dis- 
tance from the incandescent lamps and never be 
wrapped around them. 


In operating rooms, storage vaults, x-ray rooms 
or other places where inflammable vapors may be 
present, the ordinary incandescent bulb should 
not be permitted without the use of vapor proof 
globes. Vapor proof fittings, commonly called 
marine fittings, are used primarily to protect 
sockets and lamps against weather, corrosive in- 
fluences, and contact with inflammable vapors or 
dusts. The latter function is an important one 
from a fire prevention standpoint. An incandes- 
cent lamp may set fire to dusts deposited directly 
on it, and arcing due to poor connections or effect 
of corrosion may ignite vapors. Also occasionally 
a lamp in breaking may ignite vapors or dust; the 
heavy vapor proof outer globe gives substantial 
protection against such an accident. 


Electrical pressing irons are the greatest elec- 
trical hazard, almost half of all the electrical fires 
being attributed to them. Essential safeguards 
are a circuit heavy enough to carry the necessary 
current, a pilot light to show when current is on 
and a metal bracket or metal shelf, permanently 
set well away from and attached to a wall or par- 
tition convenient to the ironing place. Ordinary 
stands leave much to be desired should current be 
left on for a long time. We have had fires in 
nurses’ homes and laundries where this was the 


cause, 
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Stoves, Furnaces, and Heating Plants as Fire 
Hazards 


The third most important cause of fire is stoves, 
furnaces, boilers, and their pipes. All smoke pipes 
should have a clearance of at least 12 inches from 
overhead ceiling or woodwork. Stoves and fur- 
naces should be placed on foundations free of 
woodwork. If insulation such as concrete or other 
incombustible material is used on top of wood you 
must have an air space between the combustible 
material and the woodwork protected, otherwise 
fire is sure to follow. I have seen a great many 
instances where stoves or boilers were set on ten 
to twelve inches of concrete, the concrete resting 
upon wood with no air space provided and fire 
took place. 


I have given you the three most prominent 
causes of fire in any building, including hospitals. 
In hospitals there are many special hazards which 
require attention. Of course, since the Cleveland 
Clinic Disaster, the use of the ascetate film for 
the x-ray instead of the nitrous has become uni- 
versal. However, in some of the institutions the 
old nitrous films are kept in storage as a record. 
All of these should be removed to a vault away 
from the hospital. Another point I would like to 
impress upon your minds is the fact that the 
x-ray film as now used is not non-inflammable. On 
the contrary it will burn about the same as paper, 
Therefore, care should be taken in storing these 
films, preferably in a section separated from the 
ward buildings. 


Fire Hazards in the Dispensary 


The dispensary in a hospital, as you know, con- 
tains all sorts of inflammables, and in some in- 
stances, explosive inflammables. The necessity of 
segregating the dispensary is imperative. In ad- 
dition, in large institutions where great quantities 
of supplies are necessary, the main supply of all 
inflammables should be kept in a vented vault well 
drained and entirely separated from the hospitals. 
No larger amount of inflammables should be 
brought into the wards or dispensary than are 


. needed for one-day’s supply. This is also true of 


toxic acids. The main supply of acids used in lab- 
oratories and throughout the hospital should be 
kept in a segregated vault. You can easily visual- 
ize the havoc that would ensue if a carboy of 
nitric acid was broken in the basement of a hos- 
pital. 


Anesthetic Gases 


Many of the gases used in anesthetical appa- 
ratus are combustible. Ethylene, a gas with fire 
hazard properties somewhat similar to acetylene, 
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is sometimes used. Nitrous oxide is an anesthetic 
gas with fire hazard properties similar to oxygen. 
Oxygen chambers and oxygen tents should be con- 
structed and operated with constant attention due 
to the extremely rapid combustion which takes 
place in an oxygen atmosphere. No _ smoking, 
electrical heating devices or other possible sources 
of ignition should be permitted. 


It would be possible to continue indefinitely 
talking on the various hazards of a hospital but 
time has only permitted me to touch on the more 
important ones. 


Eliminating Fire Hazards 


However, I think I would be remiss if I did not 
offer some suggestions for protection in your in- 
stitutions. There can be no dispute that the 
greatest protection afforded in any building is the 
automatic sprinkler. In the larger institutions, 
standpipes and hose should be provided. A liberal 
supply of fire extinguishers and water pails should 
be distributed throughout the buildings. In all 
kitchens, laboratories, operating rooms and dis- 
pensaries, the C.O.2 fire extinguisher should be 
provided. It is the best type of extinguisher to 
extinguish inflammable fluids, including alcohol. 
A couple of pails of sand in the dispensary, 
kitchen, or laboratories have their value in smoth- 
ering fires. 





In conclusion, I would suggest that one man, 
thoroughly familiar with fire hazards, fire preven- 
tion, and fire protection, be assigned and held re- 
sponsible for this work. A devised plan should be 
prepared for quickly vacating every building in 
case of emergency. This may be accomplished by 
proper instructions. All employees, including doc- 
tors and nurses, shouid be properly drilled and 
instructed what to do in case of fire. The fire 
chief in your community will be only too pleased 
to assist you in the establishment of a proper fire 
drill. 


In closing I wish to impress upon you that which 
in my opinion is your most important duty in case 
of fire. It is to call the fire department imme- 
diately. A means of such a prompt notification 
should be provided by the installation of an auto- 
matic or manual fire alarm system. The greatest 
loss of life that we have had from fire in this coun- 
try has been due to the delayed alarm. If there 
is a fire, or you smell smoke and cannot locate the 
fire, or if you have had a fire that you believe has 
been extinguished, DON’T TAKE A CHANCE, 
send for the fire department and make sure. Do 
not be afraid that the fire department forces will 
alarm your patients. They have been thoroughly 
trained in quiet procedure in responding to and 
operating at a fire in a hospital. 
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Coming 
Tri-State Hospital Association (Illinois, Indi- 


ana and Wisconsin), Chicago, May 5-7 

Mississippi Hospital Association, Meridian, 
May 10 

Minnesota Hospital Association, Rochester, 
May 13-15 

Hospital Association of New York, New York 
City, May 20-22 

New Jersey Hospital Association, Atlantic 
City, May 27-28 

Hospital Association of Pennsylvania, Buck 
Hill Falls, June 2-4 


Mid-West Hospital Association, Colorado 
Springs, Colorado, June 10-11 


Catholic Hospital Association, Chicago, June 
14-18 


Manitoba Hospital Association, Brandon, June 
24-25 


Hospital Association of Nova Scotia and Prince 
Edward Island, Sydney, N. S., July 6-7 


Meetings 


American College of Hospital Administrators, 


' Atlantic City, September 12-17 


American Occupational Therapy Association, 
Atlantic City, September 13-17 


American Protestant Hospital Association, At- 
lantic City, September 13-17 


Children’s Hospital Association, Atlantic City, 
September 13-17 


National Association of Nurse Anesthetists, 
Atlantic City, September 13-17 


American Hospital Association, Atlantic City, 
September 13-17 


Hospital Association of Nova Scotia and 
Prince Edward Island, Sydney, Nova Scotia, 
July, 1937 


Ontario Hospital Association, Toronto, Octo- 
ber 20-22. 


Kansas Hospital Association, Newton, October 
30 








Nursing for the Public in Scandinavian 


Hospitals and Homes 


HENRIETTA M. ADAMS 


Harborview Division, University of Washington School of Nursing 


foreigner with a very inadequate knowledge 

of the history, government, customs, and con- 
ditions of the people she visits. Even with the 
aid of preliminary study the traveler can see and 
learn only a little, one must live and work in the 
country the year around to fully appreciate and 
to make clear some of the confusion arising from 
misinterpretation of reports and to view present- 
day situations in the light of the attitudes and 
lives of the people. 


Te American nurse abroad finds herself a 


Nursing conditions in the United States inevit- 
ably serve as a background against which the 
American nurse views the work in other countries. 
The education and development of our nursing 
profession has remained closely identified with in- 
dividual American hospitals and for all practical 
purposes the control of nursing education and the 
distribution of nursing service to the American 
public rests in hospital hands today. _ Nursing in 
Scandinavian countries has had somewhat differ- 
ent origin and development and their present-day 
systems which control nursing education and 
nursing service to the public may occasionally be 
misjudged and underrated by us through our fail- 
ure to understand their evolution. 


Historically Sweden, Norway, Denmark, and 
Finland have much in common and modern condi- 
tions in nursing reflect this common heritage. 
Since 1530 the state has been in control of med- 
ical education in Sweden. State hospitals for the 
poor were founded, during this time of reforma- 
tion, in properties forfeited by the Catholic 
church, and small nursing homes of five or six 
beds were established throughout country dis- 
tricts. 


Assistance of the government to protect the 
public health and enforce disease prevention 
measures was sought very early by the Swedish 
doctors and health workers. Some writers state 
this was due to the close association between the 
professions of law and medicine originating in 
1595 when the newly-formed medical faculty at 


94 


the University of Upsala appealed to professional 
men of the better classes to practice medicine.’ 
Soon afterward medical health commissioners 
were placed in the larger provinces and a medical 
board for the state was established. 


Nursing Schools in Sweden 


The district nurse-midwife originated in the 
seventeenth century. The Swedish Queen in 1682 
founded a medical college and maternity hospital 
for the training of midwives. They studied and 
worked in the hospital and surrounding district 
five or six years, then were sent to the country 
where they became the pioneer district nurses. 
Early relation of politics and public health pro- 
tection is illustrated by their law of 1777 forbid- 
ding untrained midwives to give maternity care. 
It is also of interest to note that the Jenner vac- 
cine for prevention of smallpox was adopted by 
the state in 1797. 


The first school for training nurses in Sweden 
did not arise from the doctor’s need of assistance 
but from the needs of the sick and the poor as in 
Germany and England. After the reformation the 
doctor and his apprentices cared for the sick and 
female attendants are not recorded until 1800. 
Unfavorable reports from this system in Euro- 
pean hospitals during the early part of the nine- 
teenth century are well known. Fredericka Bre- 
mer, a Swedish authoress in 1850, aroused public 
interest by publishing a leaflet showing the great 
improvement made by the Fliedner’s nurses in 
Kaiserswerth. It is interesting to note that an 
association of authors, artists, and influential 
women, named after its founder is still actively 
interested in nursing today. The visitor wonders 
if this explains the unusual beauty, comfort, and 
convenience found in the modern Scandinavian 
hospital. Hall ends, walls of windows, elevator 
shafts and stair walls of glass (Illustration A) 
admit a maximum of light.- Soft colored walls 
form a background for brilliant hand-woven hang- 


1Olsen, Marie: Nursing in Sweden, American Journal of Nurs- 
ing, Oct., 1932, p. 1059. 
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ings and bright furnishing, yet there is no glare 
and the whole hospital atmosphere is one of rest- 
fulness and simplicity. Only great architects and 
artists who know hospital problems can achieve 
such results. 


The Royal Family, as in England, following the 
early work of Florence Nightingale has always 
taken an active part in providing and supporting 
nursing service for the people. Queen Sophia in 
1884 founded Sophiahemmet as a training school 


for nurses from the upper class patterned after © 


the Nightingale School at St. Thomas Hospital, 
London. It has always remained a completely in- 
dependent school primarily interested in nursing 
theory and practice and including subjects for 
the liberal education of the nurse and the develop- 
ment of her character. After the first two ma- 
trons from St. Thomas the heads of the school 
have been teachers. All formal class work during 
the three-and-a-half-year course is given at So- 
phiaphemmet. General nursing is learned in the 
95-bed private hospital which the school owns and 
runs for educational purposes. Students are then 
sent to state hospitals for nursing practice with 
children, maternity, communicable disease, and 
mental cases. Social welfare is also included in 
their education. The school has recently been 
asked to carry the nursing in a new state hospital 
to be built in Stockholm and is extending its facil- 
ities for that purpose. Sophiahemmet is privately 
endowed but does not have a state subsidy. It 
does receive 250,000 Kronor from a lottery. Stu- 
dents pay about $100 for board while at the home 
school during the first two and one-half years. 
During the last year they are paid a salary of 
$165.00. 


There are twenty nursing schools in Sweden 
and all but three, the Sophiahemmet, and the Red 
Cross schools, are in connection with state hos- 


pitals. Education conditions within all hospitals 


are controlled by the state and this makes unified 
effort comparatively easy. When it seemed 
Sweden had as many nurses as needed and only 
the best schools should be permitted to operate, 
a state policy was established which resulted in 
ten nursing schools being closed during the past 
five years. Sweden had in 1930 one nurse to every 
790 people. In the United States we had about 
one nurse to every 708 people in 1920? and kept 
increasing until we had one for every 416 people 
in 1930. If we had schools of nursing in the same 
proportion to population as Sweden we would have 
had approximately 500 schools in 1936 instead of 


‘Final Committee Report, Nursing Schools Today and To- 
morrow, ch. 1, p. 26. 
; “Council on Medical Education and Hospitals: Hospital Serv- 
lee in the United States, J.A.M.A., March 27, 1937, p. 1047. 
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Illustration A—Light on the Hospital Stairway 


the 1,478 just reported in the Journal of the Amer- 
ican Medican Association.* 


Sweden’s Social and Health Legislation 


Sweden’s excellent social and health legislation 
is well known. A medical board of health and 
social welfare established for 250 years now con- 
trols public health and medical social work as well 
as curative services in districts, clinics, and hos- 
pitals. Nursing education functions as well as 
public health nursing services, state hospital nurs- 
ing and nurses registries are directed by Miss 
Kirsten Nordendahl, R.N., under this medical 
board. Having only a little more than half our 
proportionate supply of nurses to population Swe- 
den has accomplished a better distribution of 
nursing service to her people in rural as well as 
urban areas. She has about the population and 
area of California and is divided into 400 medical 
districts including towns of less than 5000 popu- 
lation. Each district is served by provincial hos- 
pitals, doctors, nurses, and midwives under gov- 
ernment supervision. There is approximately one 
public health nurse for each two to three thousand 
persons and ambulatory nurses for bedside care 
of patients needing constant attention. Although 
district nursing is still carried in many places by 
tuberculosis nurses and midwives, generalized 
public health nursing is advocated. A proposed 
change in legislation will make it necessary that 
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Illustration B—Viking at 


Honningsvaags in Winter 








public health nurses in isolated districts be li- 
censed midwives, and there is some tendency to 
require graduate nurse training as preparation for 
midwifery. 


Sweden has a maternal mortality rate of 2.5 
per cent for the country as a whole and some of 
its maternity hospitals rates were as low as 1.8 
per 1000 births in 1934.4 Doctors, midwives, and 
nurse-midwives, all have excellent maternity 
training before the state allows them to practice 
outside the training centers. The midwifery 
school at Sédra Barnboérdshuset in Stockholm il- 
lustrates the thorough training required. If the 
applicant is a graduate nurse the midwifery course 
covers one and one-half years; if she is not a 
nurse two years are required. First year stu- 
dents attend classes in the morning and work on 
the wards in the afternoon. Students caring for 
patients in labor and delivery wards are 12 hours 
on duty and 24 hours off duty. This allows them 
to follow their cases through. 


Midwifery teaching and experience is centered 
about the patient. This was observed in four 
typical morning classes. Students in the nine 
o’clock class with the sister tutor reviewed a pre- 
natal patient’s history and progress. The second 
hour was conducted on the ward by the doctor 
and covered the patients actually being cared for 
by the group of 15 student midwives. The eleven 
o’clock class was handled as a discussion of meth- 
ods used in the care and delivery of patients 


Arsberiittelse fran Sidra Barnboérdshuset fdr 1934. 
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whose histories were briefly reviewed by the pro- 
fessor of obstetrics. The sister tutor in charge 
of the school held a 12 o’clock class reviewing 
material from the general lesson and textbooks. 


Demonstration and case materials observed 
were excellent. The hospital has 3,000 births a 
year with 50 student midwives. Each student can 
attend from 2 to 300 births and must actually 
have delivered babies in every type of position. 
The law allows the midwife to do all that can be 
done with hands, deliver the normal case includ- 
ing low forceps if necessary. She may repair first 
and second degree lacerations but not third de- 
gree. A report to the hospital or district doctor 
is required. Abnormalities leading to complica- 
tions in labor must be recognized early and the 
obstetrician called to take charge. Midwives may 
not give general anesthetics without the doctor 
present. Doctors have four months’ general train- 
ing in obstetrics, one year resident practice and 
the writer was told that “Real specialists in ob- 
stetrics have three years because hospital and dis- 
trict appointments are hard to get.” 


Excellent care for mothers is only one of Swe- 
deen’s accomplishments. Their results in control 
of syphilis led the American Surgeon General to 
adopt their methods. A broad basic education 
prepares the nurse to do her part. Post-graduate 
study keeps her up-to-date. As early as 1905 the 
state paid for courses in psychiatric nursing to be 
given nurses already in the field. Midwives must 
take refresher courses every six years to hold 
their positions. The National Tuberculosis Asso- 
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ciation has long provided for the advanced train- 
ing of its dispensary nurses and is now assisting 
in training instructors. International exchange 
of nurses for the purpose of broadening their gen- 
eral outlook, promoting friendship, and study in 
special fields has been in effect since 1920 between 
Denmark, Finland, Iceland, Norway, and Sweden.° 


Nursing in Norway 


Conditions affecting nurses in Norway today 
are very similar to those in Sweden. The two 
countries were constitutional kingdoms with the 
same monarch between 1814 and 1905, during the 


.period when their modern nursing systems orig- 


inated. However, some differences in detail and 
in control of nursing have developed since that 
time. There appears to be less unification of pol- 
icy both in nursing education and in methods of 
distributing and controlling nursing service to the 
people. 


The government, like Sweden, has a Depart- 
ment of Social Affairs. This has two divisions, 
Social Welfare and Medical Affairs. The latter is 
subdivided into three bureaus—Tuberculosis, Gen- 
eral Hospital, and Special Institutions. While 
governmental machinery for control of nursing 
exists, actually individual schools, The Red Cross 
and the Nurses Council play the major parts in 
governing nursing conditions in Norway. Three 
strong non-official organizations operate nursing 
services—The National Red Cross was founded in 


‘The International Exchange of Nurses, The International 
Nurs. Review, July, 1931, p. 322. 


1865 and reorganized later to exclude army serv- 
ice responsibility, Norwegian Women’s Health 
Organization was organized in 1896 to serve in 
emergency, train nurses, teach home nursing, 
lessen illness among the people. There is no con- 
nection between Norway’s Red Cross and the lat- 
ter association. Since they work on the same field, 
occasional friction is reported between the two. 
In 1910 the Norwegian Tuberculosis Association 
was formed. Both of the preceding groups were 
working against the spread of Tuberculosis but 
they were glad to have help and placed their fa- 
cilities at the disposal of this new international 
organization, hoping to work more effectively to- 
ward control of the disease. 


To the visitor the Red Cross society appears to 
be the strongest single factor influencing nursing 
conditions in Norway today. It conducts nursing 
schools, builds hospitals, staffs them with nurses, 
organizes private registries, and founds public 
health clinics in districts. Red Cross nurses pay 
approximately $700 for their nursing education. 
They must do one year of private nursing after 
graduation and may not work for any other or- 
ganization. 


No settlement is too isolated or too small to 
receive the activities of the Red Cross. In the 
far north where a permanent district unit is diffi- 
cult to provide, the Red Cross ship, Viking, takes 
doctors, nurses, and clinic services to the people. 
(Illustration B.) Facilities established in rural 
district and outlying industrial communities vary 
widely. The Red Cross flag may be seen flying 





Illustration C—Red Cross 
Community Hospital in 


Hoyanger, Sogn, Norway. 
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over the simplest story and one-half house or the 
most modern hospital-clinic buildings illustrated 
by the community hospital in Héyanger. (Illus- 
tration C.) Nurses educated by the Norwegian 
Red Cross follow a curriculum similar to that in 
good American schools. They must have theory 
and practice in all branches including fever or 
communicable disease nursing, tuberculosis, and 


psychiatric nursing. All the better Norwegian - 


schools follow the same policy of meeting the 
needs of the community in general rather than 
restricting nursing education programs to the 
needs of the one particular hospital conducting 
the school. 


Psychiatry and Tuberculosis Major Public Health 


Problems in Norway 


A visit to the Ulleval Municipal School of Nurs- 
ing in Oslo illustrates the preceding point. Both 
psychiatry and tuberculosis represent major pub- 
lic health problems and students are given excel- 
lent courses of theory and practice in both these 
fields in addition to general hospital services. The 
undergraduate student spends four months in psy- 
chiatric nursing practice in the admission unit in 
Oslo and at their Dikemark Mental Hospital lo- 
cated outside the city. Nurses who wish to spe- 
cialize in the work spend a year in post-graduate 
study. The Dikemark Hospital, accommodating 
780 patients, on the day visited had twelve doc- 
tors and two interns. It was well-staffed with 
graduate and student nurses—Dagale’s pavilion 
having 120 patients and 44 nurses. The type of 
patient varied from wards of acute schizophrenic 
cases receiving daily insulin shock treatment to 
cases of years’ standing requiring custodial care. 
The building is modern in architecture, very sim- 
ple, beautiful, and homelike in atmosphere but 
having every convenience for modern treatment 
and for occupation and recreation of patients. 
Observation of the medical and nursing staffs at 
work conveys the impression that the field of psy- 
chiatry is attracting the most progessive type of 
docter and nurse. 


Tuberculosis receives equal emphasis in the 
nursing education program. Vardasen Sanato- 
rium is located close to Dikemark and is as pro- 
gressive as that institution. The development of 
greatest personal interest to nurses and one which 
holds much promise for other groups “over ex- 
posed” to tuberculosis is their method of protect- 
ing the young nurse against the danger of acute 
disease. The subject of tuberculosis immuniza- 
tion is a controversial one in the United States 
although the principle has been applied by Dr. 
Park in New York City for many years and is 
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now being studied by prominent American organ- 
izations. Students entering the Ulleval Schoo! of 
Nursing are partially protected against tubercu- 
losis before entering the wards. The vaccination 
technique follows the principles of Calmette and 
was developed by Doctors Schell and Heimbeck in 
Ulleval. Their study covers the period from 1924 
to 1935 and includes 1,008 student nurses. The 
high incidence of rapidly developing tuberculosis 
among students who entered with negative Von 
Pirquet tests was noted and vaccination to pro- 
duce Pirquet positive reactors instituted. Over a 
ten-year period the incidence of the disease among 
those originally Pirquet negative has been reduced 
from 41 per cent to 8 per cent. Norway is a coun- 
try where tuberculosis is such a problem that the 
nurse must come into close contact with many un- 
diagnosed cases as well as those known to have 
the disease. Norwegian nurses to whom the 
writer talked felt this protection very valuable, 
though not an excuse for neglecting careful sani- 
tary technique in known cases. Ulleval Hospital 
is preparing to accept only tuberculin positive 
nurses for duty. This policy has been in effect 
in the Aarhus Hospital, Jutland, Denmark, since 
1927,° where only Pirquet positive nurses may 
work in the tuberculosis department and where 
the negative nurse on general wards wears a red 
bar on her uniform. 


Nursing in Norway will always be greatly in- 
fluenced by the work of Sister Bergliot Larssen, 
founder and first president of the Norwegian 
Council of Trained Nurses. She has represented 
Norway in many national nursing activities as 
well as in international affairs. No one can visit 
her at work at 12 Universitatsgate, Oslo, without 
becoming inspired by her splendid personality and 
her professional ability and understanding. She 
is an example of the Norwegian nurse described 
by Miss Dock,’ “tall, fair and fine looking, their 
faces beaming with good and gentle strength of 
character.” 


Nursing in Finland 


Finland cannot be neglected in any discussion 
of nursing in the North European peninsula. She 
represents a newly independent nation where 
nursing service to the people has been developed 
following a carefully selected plan directed 
through the government medical board. Three 
decrees were issued by the Diet in 1929 which 
covered nursing education, the practice of nurs- 
ing, and nursing positions in state hospitals.° 


All schools of nursing are supervised by the 


— Events, The International Nursing Review, July, 1931, 
p. é 

7Dock: A History of Nursing, Vol. III, page 278. 

8National Reports of Progress, Finland: American Journal of 
Nursing, Sept., 1933, p. 906. 
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state director of nursing education, Miss Venny 
Snellman. They follow practically the same cur- 
riculum. In 1936 there were schools in six state 
hospitals, The Municipal School at Helsinki and 
two deaconess houses giving nurses’ training. 
Preliminary education of all students wishing to 
enter state nursing schools is given in three cen- 
tral units connected with schools of nursing in 
Helsingfors, Wiborg, and Abo. The number of 
students entering schools of nursing in Finland 
is limited by the state. During the past year 264 
were admitted by the six state schools, 77 by Hel- 
sinki, and about 20 by the deaconess schools. 
Finland had one nurse for every 10,000 people in 
1930 and measures were taken at that time to 
keep an adequate supply of nurses as well as to 
prevent an over-supply. 

Details of hospital management are arranged 
with the idea of serving the public’s needs. The 
230-bed Women’s Clinic hospital in Helsingfors de- 
voted to in and out-patient service for gynecologi- 
cal and obstetrical patients demonstrates such a 
management policy by opening its clinic at 6:30 in 
the morning so working women can come in for 
early treatments. Prenatal clinics operate from 9 
a.m.to4p.m. The hospital is generously staffed 
with graduate nurses and only one-fourth of the 
personnel are student nurses. Finland’s work for 
public health and welfare gives the visitor the 
feeling of observing a crusade in which all pro- 
fessions and people are interested. Although the 
religious inspiration in nursing has long been on 
the wane, social welfare considerations are prov- 
ing a uniting force that is upholding the best tra- 
ditions of nursing service. The nations of the 
North European peninsula seem to have kept 
medical, nursing, and hospital service close to the 
people in their homes and it is refreshing to see 
the attitudes of the people which result from this 
policy expressed in the whole-hearted respect and 
co-operation shown doctors and nurses. 


Summary 


All Scandinavian countries are well aware of 
the close relationship between poor housing, in- 
secure income, and sickness. Finland has pro- 
vided well for student nurses homes; Sweden en- 


Illustration D—Modern Tuberculosis Hospital at 
Abo, Finland 


courages and assists co-operative housing of all 
kinds; Denmark has a modern apartment home 
for nursing which is a model of its kind. Old age, 
unemployment, and sickness insurance regula- 
tions either voluntary or compulsory are the rule 
in Scandinavian, countries and nurses are included 
under general or special regulations. For exam- 
ple, if the nurse employed by the Norwegian Hos- 
pital is sick she receives full salary for 3 months; 
if she becomes an invalid, two-thirds salary is 
paid until she is 60, when she receives her old age 
pension. Both the public and the nurse seemed 
remarkably well cared for in the Scandinavian 
countries, now almost incredible in their pros- 
perity and general welfare. They are developing 
nursing service along many lines and though con- 
tinual problems present themselves the observer 
leaves with the feeling that we in America have 
much to learn from their efforts. 





—— 





What the Civitans Club Have Done in Dalton, Georgia 


The Hamilton Memorial Hospital at Dalton, a 
35-bed unit, built in 1921, and closed in 1934 be- 
cause of lack of funds. As a service to Dalton’s 
community, the Civitan Club took over the hos- 
pital two years ago, as a non-profit institution, 
under the direction of a self-perpetuating board 
of six of its members. 


Since the Civitans have taken over the hospital, 


May, 1937 


all income has been devoted to the discharge of 
operating obligations and to new improvements. 
It has been filled to capacity and has a waiting 
list of patients. 

The Club received the international award for 
civic accomplishment from Civitan International 
after the first year it tock over the management 
of the hospital. 





Legal Decisions of Interest to Hospitals 


OTES upon court decisions which affect hos- 
pitals, or where the hospital was a party 
to the litigation. P 


Recent Cases 


Liability of Hospital for Communicating Infec- 
tious Disease to a Patient. 


Taaje v. St. Olaf’s Hospital, 271 N. W. 109, 
(Minn.) 


This was a suit begun by F. A. Taaje as ad- 
ministrator of the estate of R. M. Taaje, his de- 
ceased infant son. The defendant hospital ap- 
pealed from an order of the trial court denying 
the defendant’s motion for judgment notwith- 
standing a verdict of $1,500 in favor of plaintiff. 
This order was affirmed. 


Plaintiff’s complaint was grounded upon the 
negligence of the hospital in permitting a nurse, 
who was infected with tuberculosis, to remain on 
duty in defendant’s maternity ward, thus infect- 
ing plaintiff’s infant son with acute miliary tuber- 
culosis, from which he subsequently died. 


It appeared that the infant had been born in 
the hospital on June 19, 1935, and that the nurse 
in question was a regular day nurse assigned to 
the maternity ward. About six days after the 
birth of plaintiff’s son, this nurse submitted to a 
physical examination. A sputum test indicated 
that she had tuberculosis and she was confined to 
a sanatorium. On June 30, 1935, the mother and 
child were removed from the hospital. Later, 
within two weeks, the infant became sick and was 
admitted to the hospital on August 10, 1935. On 
August 22, 1935, the child died from acute miliary 
tuberculosis. 


The evidence for plaintiff disclosed that the 
nurse had been infected with tuberculosis for at 
least three months prior to July 2, 1935, and that 
she had suffered from severe coughing spells from 
June 19, the date of birth of plaintiff’s son, until 
and after June 25, 1935. It was further shown 
that the particular nurse had been subject to 
coughing spells while handling the plaintiff’s son, 
and that she did not use a mask while on.duty in 
the maternity ward. The opinion of one expert 
witness was that the child had been infected 
shortly after birth. Finally, it was shown that 
the child’s family and the other nurses on duty 
in the maternity ward were free from tubercu- 
losis. 


Thus, the question was whether the above evi- 
dence was sufficient, on the issue of negligence in 
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retaining the nurse, to sustain a verdict against 
the hospital. As bearing upon the question it 
was shown that the superintendent visited the 
maternity ward once a day; that other nurses 
knew of the particular nurse’s cough; that her 
cough had been a topic of conversation among 
patients, and that had the superintendent herself 
known of this cough, the nurse would have been 
relieved from duty. Upon this evidence, the court 
said: “It is difficult to see how the superintend- 
ent could be ignorant of the condition. It was 
her duty to exercise due care to see that her 
nurses were free from communicable disease. In 
the exercise of due care for the safety of the hos- 
pital patients, we believe that a jury was justified 
in finding that Miss R should have ascer- 
tained what was so generally known and should 
have taken Miss S off duty when she failed 
to report herself ill. Even if she had no more 
than a common cold, ordinary prudence would 
have prevented the hospital from permitting her 
to attend the babies.” 


Situations of this type will present a question 
of liability even to a hospital in a state in which 
charitable institutions are exempt from liability 
on account of their negligent acts; for in those 
states a hospital may be held liable for retaining, 
as in the instant case, a person known to the 
hospital authorities to be the carrier of an infec- 
tious disease. Or, if the authorities can, by the 
exercise of ordinary care, learn of such disease 
in one of the employees, and they fail to do so, 
with reluctant injury to a third person, then the 
possibility of that hospital being mulcted in dam- 
ages is possible. This decision throws the burden 
upon the hospital administrative staff to see that 
employees of the hospital are in such a state of 
well-being that no harm can result to patients. 
The gist of the decision is: “If, by the exercise 
of ordinary care, you can prevent this infection, 
then you are bound to do so; and, if you fail to 
use ordinary care to prevent such fatalities, then 
you must answer in damages.” 


—_<>______. 


Louisiana 
Reasonableness of Medical and Hospital Fees. 


Young Bros. v. Succession of Von Schoeler, 
151 La. 73, 91 So. 551 


This was a suit by the owners of the Fenwick 
Sanitarium against the estate of a former patient, 
Janie C. Von Schoeler, to recover for medical 


services rendered to her. The plaintiff had 4 
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judgment for $2,500 for medical attention, nurs- 
ing, and medicine from May 20, 1919, to March 
3 1920, in addition to charges for room, board, 
care, and attention. This judgment was affirmed. 


A contest was made as to the $2,500 item on 
the ground that it was exorbitant. However, the 
evidence of care and treatment offered on behalf 
of plaintiffs was sufficient to satisfy the court as 
to the reasonableness of the fees. 


In commenting upon the various charges the 
court said: “Law and jurisprudence have not laid 
down any hard and fast rule for guidance in the 
matter of physicians’ charges. Courts must of 
necessity, to a very great extent, rely on the opin- 
ions of reputable members of the profession as 
to the value and character of the services ren- 
dered. And such charges are not to be deter- 
mined wholly upon the skill of the physician, nor 
upon the amount of services rendered, but the 
value of the patient’s estate and his ability to pay 
may be taken into consideration.” 


Se ed 


Damages Sought for Hypodermoclysis Burn. 


Foye v. St. Francis Sanitarium and Training 
School, 2 La. App. 305 


Plaintiff sued for $10,000 damages alleged to 
have been sustained by her while undergoing an 
operation. The negligence relied upon for recov- 
ery is that of a nurse administering hypodermo- 
clysis at the direction of plaintiff’s own physician, 
and the contention was made that the solution 
was too hot, and that it burned plaintiff’s thigh, 
causing her to be permanently disabled. 


The evidence showed that the hospital had used 
due care in selecting the particular nurse, and 
that she was regarded by physicians as being 
competent. It also appeared that she had used 
every precaution in administering the solution. 
Therefore, the judgment for defendant was af- 
firmed. 


In considering the law applicable to the case, 
the court was of opinion that a charitable insti- 
tution owes to a patient the duty to select with 
care those persons who are to be its agents, serv- 
ants, or employees. There being ample proof 
that defendant had discharged this duty, it was 
hot to be held liable. The court was also of opin- 
lon that the evidence showed that the nurse was 
hot guilty of negligence. 


—_$_—__—. 


Suit for Damages for Failure to Remove Lapo- 
rotomy Sponge. 


Roark et al. v. Peters et al., 2 La. App. 448 


May, 1937 


This was a suit by Mrs. Roark against a doctor 
and the Baptist Hospital for the negligence of the 
doctor and nurses in leaving a laporotomy sponge 
in her abdominal cavity after they had performed 
a caesarian section. The plaintiff suffered se- 
verely for some months until the sponge was re- 
moved by another surgeon. 


The evidence was that Dr. Peters, who oper- 
ated, made an exhaustive search before closing 
the incision. Not being satisfied, he called for a 
count, and was told that the count was correct. 
After receiving this information the wound was 
sutured. 


Plaintiff contended that the fact that a sponge 
was left in her abdomen was negligence of itself. 
However, the court did not agree with her upon 
that point. The court said: “. . . the question is 
whether he used that degree of care and caution 
in removing the sponges and checking them up 
and having them accounted for previous to the 
closing of the wound, which is required of sur- 
geons in such cases.” Again, in speaking of the 
law as to the degree of care required in such 
cases, the court said: “That rule requires that a 
physician or surgeon use reasonable diligence in 
the exercise of his skill and the application of his 
learning. Not the highest skill possible but rea- 
sonable care and skill.” 


The court then applied that test of reasonable 
care and skill to the evidence and came to the 
conclusion that the plaintiff could not recover in- 
asmuch as she had failed to prove negligence on 
the part of the physician and his assistants. 


For Failure to Call Attending Physician When 
Requested by Patient. 


Harvey v. North Louisiana Sanitarium, 
6 La. App. 230 


This was a suit by husband and wife against 
a private institution for damages alleged to have 
been sustained by the wife as a result of the fail- 
ure of one of defendant’s nurses to call an attend- 
ing physician, when requested, to assist in the 
delivery of a child. The lower court entered a 
judgment for defendant, which was affirmed. 


The court was of the opinion that the nurse, 
when requested to call the surgeon, was not act- 
ing as an agent or servant of the hospital, since 
she had been told by the patient’s own physician 
to call him when she thought he was needed. The 
evidence offered by defendant showed that the 
nurse, while she was undertaking to ascertain the 
progress of labor, was acting outside the scope 
of her authority. It would follow then, that de- 
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fendant would not be liable for her act in failing 
to call the plaintiff’s surgeon when requested to 


do so. 
—___—— 


Suit for Damages Due to Burns from .Hot 
Water Bottle. 


Thibodaux v. Sisters of Charity, 38 La. App. 423, 
123 So. 466 


This was a suit by a father for damages, 
brought about by the negligence of one of de- 
fendant’s nurses, resulting in injury to his child. 
It appeared that plaintiff’s infant daughter had 
been burned at birth as the result of being placed 
in a basket in which there was a scalding hot 
water bottle. Judgment for the defendant was 
affirmed upon appeal. 


The defense was that the hospital was con- 
ducted purely for charity and that it could not, 
therefore, be held liable for the negligent acts of 
its servants. It was also shown that the nurse 
who had prepared the basket was a competent 
nurse. ' 


The court, because of such evidence, was con- 
strained to hold that the defendant was not liable, 
inasmuch as it was a charitable hospital, and the 
nurse in question was competent to perform her 
usual duties. In so holding, the court followed 
Foye v. St. Francis Sanitarium and Training 
School, supra, wherein it was decided that a char- 
ity hospital is not liable to either pay or charity 
patients for the negligence of a nurse, where the 
evidence shows that the nurse has been selected 
with due care. 

so:saceanilidiiass 

Burn Resulting from Application of Heating 

Apparatus. 


Jordan v. Touro Infirmary et al., 123 So. 726 


The plaintiff sued to recover damages for in- 
juries alleged to have been caused him by the 
negligence of an operating room nurse in placing 
heating apparatus upon his feet, thereby burn- 
ing him. The plaintiff was a pay patient, having 
agreed to pay for his accommodations and for the 


special services. It was established that defend. 
ant was a charitable organization. 


The court decided that when a hospital fur. 
nishes a competent nurse to a physician who js 
operating upon a patient, such nurse becomes the 
servant of the operating surgeon, and the hosgpi- 
tal has no responsibility for her acts while she js 
under the direction and control of the operating 
surgeon. Said the court: “If it is not liable for 
the malpractice committed by a licensed regis. 
tered physician of good reputation employed by 
it, by a parity of reasoning, it cannot be respon- 
sible for the errors or negligence of a graduated 
nurse, and the authorities are to that effect.” 


——i 


Suit for Personal Injuries Resulting from Col- 
lision with Truck. 


Bougon v. Volunteers of America et al., 
151 So. 797 


Plaintiff appeals from a judgment of dismissal. 
The judgment was reversed. 


It appeared that the plaintiff had been injured 
as a result of a collision with a truck owned by 
defendant, which was a charitable institution. 
The court reviewed the Foye, Thibodaux and Jor- 
dan cases, which were suits involving persons 
who were beneficiaries of the charitable organ- 
izations defending, and held that the rule an- 
nounced in those cases did not apply to the in- 
stant case on the ground that it involved the 
rights of a person who was a stranger to, and 
not a beneficiary of the charity. Consequently, 
in a suit against a charity for negligence result- 
ing in personal injuries, if it appears that the 
plaintiff is a stranger to the charity, and does not 
partake of its benefits, or that when injured, he 
was not a beneficiary of its bounty, then he may 
recover against the charity upon the ground that 
all persons and corporations must answer for the 
consequences of their negligent acts which pro- 
duce injury to others. Louisiana is thus made to 
stand among those jurisdictions in which inroads 
have been made by the courts upon the doctrine 
of exemption from liability for negligence. 








Brockton Hospital Celebrates Its 
Fortieth Anniversary 


The Brockton Hospital of Brockton, Massachu- 
setts, has recently passed its fortieth anniver- 
sary, which was made the occasion of a notable 
observance. Miss Grace B. Beattie, the first su- 
perintendent, who organized the hospital and 
school for nurses and held the position for seven- 
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teen years, was guest of honor at a banquet and 
re-union and gave the chief address of the eve- 
ning. Over 200 were present. Of this number 
there were in attendance past and present presi- 
dents of the Board of Trustees and the medical 
staff and their wives, and representatitves of the 
Ladies Aid Association. 


The banquet and re-union was sponsored by the 
Alumnae Association of the School for Nurses. 
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ATLANTIC CITY---1937 


Convention Program Progressing Rapidly 


gram requires the active participation and 

the coordinated effort of many members. 
Officers, committees, and individual members are 
now at work so that those who attend the Atlan- 
tic City Convention will be afforded a program 
which will present the latest developments in hos- 
pital administration and meet present-day 
problems. 

The standing and special committees of the 
Association are completing their studies for the 
year. The accumulated reports of these commit- 
tees comprise a handbook on hospital administra- 
tion. 

The New Jersey group will continue the clinical 
demonstrations inaugurated at the Cleveland 
Convention. They are now considering various 
subjects, with a view to selecting demonstrations 
which will afford the greatest interest to our 
members. 

From preliminary plans received from section 
officers, the programs of the Sections are being 
formulated to meet current needs. One of the 
features will be the program of the Mechanical 
Division Section. This Section will be devoted to 
the discussion of pertinent problems affecting 
construction and operation of power and service 
plants. It will be of interest not only to the heads 
of the service and maintenance divisions, but will 
be of equal interest to hospital administrators as 
well. 


Tes building of a successful convention pro- 


Bring your problems in the field of operation 
found in your plumbing, painting, floors, laundry 
service, and power plant to be analyzed at the 
Convention Section on Mechanical Division by 
experts in these fields and you may receive a 
remedy to help correct your difficulties. 


Our social structure is undergoing a most rapid 
and revolutionary change. Conditions of labor, 
increasing wages with established minima, and 
decreasing hours of work with established max- 
ima, promise to affect hospitals to a much 
greater degree in the very near future. These 
will require many administrative changes and 
adjustments, and their consideration will be 
topics of intense interest and value at the coming 
Convention. 


In accord with the increased purchasing volume 
of hospitals, the commercial exhibits will be larger 
and more diverse in the showing of materials and 
products for the use of hospitals. These exhibits 
afford an opportunity for extensive inspection 
and comparison of the varied lines of hospital 
supplies and equipment that is not to be found 
elsewhere. But to this is added the greater ad- 
vantage of consultation with the leaders of the 
commercial field in regard to the use and opera- 
tion of the many intricate items of mechanical 
apparatus. New instruments and equipment are 
being placed on the market, and here is the best 
opportunity for the hospital administrator to 


Technical and Educational Exposition—Atlantic City Convention—1929 
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thoroughly familiarize himself with these new de- 
velopments in the hospital field. 


Every effort is being made to make the educa- 
tional exhibits of increasing interest and benefit 
to the members. Under the chairmanship of Dr. 
Emil Frankel, the New Jersey committee are plan- 
ning exhibits which will present in a visual man- 
ner pertinent subjects related to hospital admin- 
istration. The newly-organized Committee on 
Hospital Service will have a most useful exhibit of 
the various hospital service plans and the proced- 
ures used in their administration as well as hav- 
ing the successful administrators of these plans 
available for consultation. While it was expected 
that the Hobby Exhibit—begun last year—would 


be of interest, the enthusiasm shown toward i 
surpassed all anticipation; its success warrants 
its continuation this year. Hospital administra. 
tors who are so fortunate as to have a hobby 
should notify the chairman, Mr. O. N. Auer, Mon. 
mouth Memorial Hospital, Long Branch, Ney 
Jersey, now, and plan on being represented in the 
Atlantic City exhibit. 


Hospital administrators not only should attend 
the convention themselves but they should bring 
as many department heads as possible. They 
should present the significance of these meetings 
in such a way to their Boards of Trustees that 
the members will not want to miss the annual 
convention—Atlantic City, September 13 to 17, 
inclusive. 








Hospitals 


Written for St. Mary’s Hospital, Duluth, Minne- 
sota, March 31, 1937 


Sister of mercy,—You ask me 

If hospitals hold poetry! 

How well you know the answer, fair; 
Gardens of poems flower there. 


Come—stand with me by nursery, 
And see the birth of poetry. 

Tip toe to open door near by 

And hear new Mother’s lullaby. 


Kneel, with a Father, by this bed 

And touch this tousled little head. 
Turn, then, to Doctor standing by, 

Who smiles and says: “He will not die.” 


Come to this room where science wins. 
This room where Life not death begins. 
Where light of science pierces fog. 
Where men and women work with God. 


And though the journey start from here 
To everlasting Life, there’s near 

A Sister who will walk with you 

To meet this Life, so clean and new. 


Poetry in bud and flower, 
Symphony in rainbow shower, 
Poems of souls greeting the morn; 
In Hospitals poems are born. 


Armistead Grady 


Francis Fleury Prentiss 


Francis Fleury Prentiss, President of the Board 
of Trustees of Saint Luke’s Hospital, Cleveland, 
for thirty years, and an active life member of 
the American Hospital Association since 1920, 
died in Saint Luke’s Hospital, Pasadena, Cali- 
fornia, on April 1, 1937. 


In 1906 Mr. Prentiss, with others, became in- 
terested in Saint Luke’s Hospital when it was a 
small institution known as the Cleveland General 
Hospital located on Woodland: Avenue. A new 
building was soon erected at 6606 Carnegie Av- 
enue at a cost of approximately $150,000. 


In 1923 another site, at East 116th Street and 
Shaker Boulevard, was purchased and the preset 
hsopital buildings were erected. 


Mr. Prentiss’ gifts to the institution during his 
lifetime amounted to more than $3,000,000. More 
valuable, however, than the money he gave was 
his distinguished leadership. He gave himself 
freely as well as his time and money to the at- 
vancement of the hospital. Every week he was 
in the city he called at the hospital for a confer- 
ence with the superintendent. He was interested 
in every detail of the operation of the institution. 
To him membership in the Board of Trustees was 
a public trust. 


His death is an irreparable loss to Saint Luke's 
Hospital as well as to the other institutions with 
which he was associated. 


He provided most generously for the institution 
in his will—his bequests amounting to sever?l 
millions of dollars. 
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TALS 


How Mount Sinai Hospital, Philadelphia, Will 
Celebrate Hospital Day 


great woman—Florence Nightingale, the 

patron saint to whom modern nursing owes 
its existence—is being presented by the Mount 
Sinai Hospital of Philadelphia, on Wednesday, 
May 12, 1937. 


In the morning, at 10:05, a “Tribute to Nurses” 
will be broadcast over radio station KYW, a Na- 
tional Broadcasting affiliate. This ten-minute 
sketch, written by Dr. Maurice M. Malen of the 
Mount Sinai medical staff, stresses the point that 
“today, nursing attracts the flower of womanhood. 
Preparation includes a broad basic education. 
Many schools of nursing require college degrees 
before admitting students. The training period of 
three to four years takes place in the hospital. 
Here, not only the scientific and practical end of 
nursing is acquired, but there is also inculcated 
a keen appreciation and understanding of the 
humanities. The art of nursing and the science 
of nursing are thus welded. Though knowledge is 
most important, it is never forgotten that the root 
of all good nursing is the inborn nursing impulse 
with its eager spirit of service, deep human inter- 
est, and warm and spontaneous sympathy. With- 
out this living spirit which is the soul of nursing 
and its motive force, the best nurse can be only an 
intelligent and highly competent machine. 


A PROGRAM to honor the memory of a 


“To the physician, the nurse is invaluable. She 
is his right hand, his loyal companion. Without 
this vital ally in the battle against disease, there 
would be disaster. He recognizes her finer feel- 
ings, her finer sensitivities so necessary in caring 


for the sick. He relies upon her training, her 
efficiency, and her powers of observation. Though 
there is a fairly clear division of function between 
physician and nurse, there is always a certain 
interchange of duties. In recent years there has 
been a noticeable tendency to transfer to nurses 
some of the work formerly done by medical men. 
Especially is this so, since the whole tendency in 
the treatment of disease has been to stress nutri- 
tion and hygiene, and physical and mental meth- 
ods of treatment. The nurse has thus acquired 
more responsibilities and the physician has had 
a very substantial share in the achievements of 
modern medicine. The influence of medicine upon 
nursing has been more than rewarded by the 
influence of nursing upon medicine! 


‘Let us remember that wherever the nurse is, 
she labors to give helpless children, the old, the 
unhappy, all those who suffer—a chance for 
health and peace. The surcease of the spirit which 
surpasses all understanding! Wherever there is 
a hospital large or small, wherever in a ward or 
in a quiet room a nurse fights for the life and 
well-being of her patient—wherever there is a 
woman in nurse’s uniform in the home, in the 
slums of a great city, or on a distant hill, in the 
wild or in civilization, in the school, in the fac- 
tory, in the clinic—there floats the banner of 
Florence Nightingale.” 


The great order which Florence Nightingale 
founded is today an integral and vital part of our 
lives. The power of dauntless spirit, the triumph 
over opposition and adverse circumstances, the 


Some of the Participants in the “Healthy Baby Show” 
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pure flame of ideals—all these have motivated the 
great leaders of nursing. For in the evolution 
of nursing we witness the emancipation of woman, 
the struggle for social reformation, the salvaging 
of human wreckage and the establishment of a 
healthy race. 


Another attraction on that day will be the 
awarding of cups and prizes to the winners in 
the “Healthy Baby Show.” This contest is divided 
into three classes :—six months to one year, one 
to two years, two to three years old, Participants 
include all Mount Sinai ward babies. Complete 
physical examinations began in March, and with 
the aid of the pediatric staff, three winners in 
each group will be chosen for the Grand Finals. 
The awards will be made by a member of the 
Board of Trustees. 


Later that day, under the direction of the schoo] 
of nursing, high school students and their coun. 
sellors from Philadelphia and neighboring towns, 
will gather for a trip through the hospital. One 
of the distinguishing features will be the dietary 
display with an explanatory talk by the thera. 
peutic dietitian. This will be followed by a Musi- 
cale and Tea. The student nurses will act as 
hostesses during the entire afternoon. 


Arrangements are being made through Mount 
Sinai Hospital to have a series of “spot” ap- 
nouncements calling attention to National Hos. 
pital Day, on all the Philadelphia broadcasting 
stations, Tuesday, May 11. 


As is the usual custom, Mount Sinai Hospital 
will keep open-house on that day, for its many 
friends who wish to visit this modern institution. 








An Analysis of Nursing Costs at the 
Albany Hospital 


E. W. JONES, Executive Director 
Albany Hospital, Albany, New York 


S an introduction to this study, it is desir- 

A able to analyze the payroll costs for all em- 

ployees of the hospital, including those 
employed in the nursing department. 


The attached table shows that 281 or 46 per 
cent of our employees other than those of the 
nursing department are working for a total base 
pay of $79 or less per month. Of this group by 
far the largest number are making $60 or less per 
month. These people, representing cleaning maids, 
porters, elevator operators, serving maids, kit- 
chen boys, dishwashing boys, messenger boys, etc., 
have to be given considerable training before they 
do a satisfactory job in our highly complex organ- 


ization. At the present time due to increased op- 
portunity and pay in commercial and industrial 
organizations we are losing these people about as 
fast as we can train them to be of real service to 
us. Labor turnover in some of these groups is as 
high as 100 per cent in four months. I feel as do 
all of our department and division heads that we 
must grant a pay increase. We are recommending 
an increase of ten per cent to all employees on a 
base rate of $60 per month and under and a five 
per cent increase to most of those making over 
$60 per month. We are not recommending any il- 
crease to those holding major divisional executive 
positions. The above increases will increase our 
present annual payroll by approximately $21,000. 


PROPOSED MONTHLY SALARY SCALE FOR NURSING DEPARTMENT 











Start 


—lst Year——- ——-2nd Year—. 


Total Base Pay* 


—3rd Year——- —4th Year— 


Job Present Proposed Present Proposed Present Proposed Present Proposed Present Proposed 


Nurse Aids $ 63 $ 58 
Orderly 80 80 
Certified Nurses 85 85 
General Staff Nurses 105 105 
Assistant Head Nurses 115 115 
Head Nurse 130 130 
Supervisor 145 145 


$ 68 


85 $83 $ 88 
90 90 95 
110 110 115¢ 
120 ats oe 
135 135 140 
150 150 155 


*It should be remembered that $40 of this base pay is the charge for full maintenance if the employee live ins. Maintenance in- 


cludes food, room and laundry. 


tIt is understood that the advancing salaries will not take effect unless the nurse passes State Board examinations successfully. 
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ANALYSIS OF NUMBER OF EMPLOYEES OF ALBANY HOSPITAL DETAILED TO AGE GROUPS AND 
SALARY GROUPS 


$35.00 to $50.00 to $80.00 to $110.00 to $150.00 
Ages 18 to 25 Years— $79.00 $109.00 $149.00 and Over Total 


Males 42 5 1 54 
Females : 82 81 37 201 


124 86 38 255 


Ages 26 to 35 Years— 
Males e 80 i" - 
Females a 24 Res 


54 


Ages 86 to 44 Years— 
Males 
Females 


Ages 45 and Over— 
Males 
Females 


Total Employees— 


Females 


Nursing Department Cost Analysis 


1933 1934 1935 1936 

Supervisors, head nurses and assistant head nurses 18 20 34 
General duty nurses 88 124 158 
Total students 71 41 28 

Probationers ; 19 aaa 
Effective nursing students 51 41 

Orderlies 22 26 
Nurse aides 19 26 
Total effective working employees 200 237 
Average number of patients in hospital 440 465 

Increase 1936 over 1933—21% 


Average number special duty nurses working 43 50 46 
Average number patients on staff care 420 442 460 
Average number patients per nursing department employee ' 2.1 1.86 1.61 
Decrease 1936 from 1934—23.5%, from 
1933—8% 


Average total hours per patient per 24 hours for all nursing department em- 
ployees for entire hospital . 3.72 3.87 3.92 
Increase 1936 over 1933—6.5% 


Average total hours per patient per 24 hours on acute service of general duty 
nurses and students 3.47 3.55 3.48 
Decrease 1936 from 1933—4.4% 


Average total acute service nurse aides and orderlies 0.80 1.04 1.10 1.44 
Increase 1936 over 1933—80% 


Average total hours acute services all nursing department employees 4,44 4.51 4.65 4,92 
Increase 1936 over 1933—11% 


Total patient days 145,324 160,543 169,665 175,193 
Increase 1936 over 1933—19% 


Average cost per patient day for nursing department including nursing de- 
partment overhead $1.59 $1.74 $1.92 
Increase 1936 over 1933—28% 
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We recognize the fact that a real shortage of 
nurses exists in almost every section of the United 
States. This shortage is more acute in New York 
State than most other sections. The attached 
table will show the present and proposed rates for 
nurses. You will note that we propose a $5.00 per 
month increase for all employees in the nursing 
department. 


The proposed rates for nurses will mean a 
yearly addition to our payroll of approximately 
$18,000. 


We then have a total yearly payroll increase for 
all employees of $39,000. 


Comments on Increased Cost of 


Nursing Department 


Increased cost of sickness due to payment of 
ten days sick pay to graduates when they are off 
sick. This amounted to a $3,700 increase in 1936 
over 1933. 


Allowing of election as to room and board for 
graduate nurses. This resulted in the Nurses 
Home being from 20 to 30 per cent unoccupied 
through a large part of 1935 and 1936. Because 
of large body of graduate nurses living out we 
have to use ten or eleven of our formerly rentable 
rooms for rest and dressing rooms. 


Increased demands made by staff doctors due 
to increased use of solarium on Sixth Floor and 
Eighth Floor and increase in number and com- 
plexity of treatments ordered. As an example we 
have a great increase in pneumothorax, blood 
transfusions, infusions, oxygen therapy and intra- 
venous. 


Increased cost of vacation pay due to greatly 
increased number of general duty nurses. This 
amounted to $4,700 increase in 1936 over 1933. 


We should also remember that many of the 
graduate nurses employed to replace students 
were trained in other schools and were less effi- 
cient in our methods for the first four to six 
months than our own graduates. 


Because of a decrease in students from 140 to 
28 since policy of cutting down the Training 
School was adopted in 1933, there has been a 
steady increase in graduate nurses to replace stu- 
dents. Since the graduate nurses receive a yearly 
increase of $5 until they have advanced from $100 
to $110 monthly and since we have a greatly in- 
creased number of graduate nurses with us long 
enough to receive the top salary, this has resulted 
in an increased cost per employee of .7 per cent 
per month. An increased cost per student of 19.5 
per cent due to greatly reduced student body. 


108 


Hospital Cost Due te Russell Sage College 
School of Nursing 


1.0 Administrative— 

1.1 One-hali director of school salary.........$ 2,199 

1.2 One-half ass’t director of school salary.... 1,859 

1.3 One-fourth Miss Griffen’s salary (Job and’ 
time study) 

1.4 One-half nurses’ home director’s salary. . 900 

1.5 Clerical and stenographic service 


_—_—_— 


EE BBs osc swin cv endeiectecss.»..§ OR 


~. Pigs 
Three-iourths of salaries of 4 superviso:- 
inseructors at S1j985 each... ..s6........ $ 5,955 
2.2 Space charge class room, office and students’ 
dressing room 2,100 
2.4 One fourth of salary of 6 head nurses 
(As, Bs, Cs) 
2.5 Library ass’t to kee» libravv oven 
p. m. and evenings during summer 


MOLAR TOE DELO <a.e sles 6 60s bg van oiled es se $12,695 


3.0 Miscellaneous— 
B:1 “Teas, socials, Picnics, <Cbe. <6 sic.06 se sesiee ss $ = 
3.2 Contingencies 
8.3 Hospitalization costs* 


OURO eee e015: 6. s 5 pe hearee sie a eieieleres 6a $ 1,600 
MGRAMCUSUGD rec cistacersactuoly ave cre svete coe tielaeteharee $20,595 


My estimate would be that other unforeseen ex- 
penses will run the total cost up to $23,000 per 
year. 


Estimated income to the hospital based on tui- 
tion schedule agreed on by Executive Board of the 
Nursing School will be as follows: 

1936— 1938—$11,625. 

1937—$3,750. 1939 and thereafter—$23,325. 

Since some of the students will probably have 
to receive “Grants in Aid” the hospital net in- 
come will probably average by 1939 and there- 
after $18,000. If the number of students admitted 
yearly is increased to insure 40 graduates annu- 
ally, this income, which is based on yearly gradu- 
ating classes of 30, will, of course, be increased. 


Russell Sage College School of Nursing 


SUMMARY OF MONEY EARNED BY STUDENT 
—— Money Earned 
Period Per Hr. Per Wk. Per Mo. Total 
2.5 months (first summer) . 
8 clinical months (pre- 
8 clinical months 0.30 10.80+ 46.80 
liminary period) -— $ 6.00* $26. no $ 308.00 
8 clinical months siesta  O2s 499,20 


———— 


$1,081.60 


26.5 months 


*Based on 30-hour week. 
jBased on 36-hour week. 


MAINTENANCE CHARGES AT COST 
Meals at $23.50 per month x 26.5 months 
Room at $17.00 per month x 26.5 months 
Laundry at $5.00 per month x 26.5 months 


$1,205.50 
1,081.60 


Ce el 


Balance due hospital..............eeeeeeees $ 123.90 
The hospital will donate this cost of $123.90 per 
student. 


*Based on the fact that one out of every ten people go to 2 


hospital for a 12-day stay once a year. 
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Hospital Facilities of Nation Enlarged in 
Federal Works Program 


3 2,100 
1,850 
| 


450 OSPITAL facilities in the United States 710 of which had been completed, and 741 of 
ae were among the last to feel the effects of which were in the process of completion. 
— the depression, but when they did, they felt r th ‘ ee ee 
* 6,300 these effects more severely, perhaps, than most SORE Se Se ens Sees eee 


tistics from 17 states show that 44 of the hospi- 

tals completed had a total bed capacity of 3,334, 

Voluntary hospitals, which had been providing an average of about 75 beds to the hospital. This 

2,100 two-thirds of all hospital facilities, found them- construction involved the completion of 358,824 

| 2,140 selves unable to meet the pressure that was square feet of floor space, an average of nearly 
500 brought to bear on them for the care of indigent 108 square feet per bed. 

——. patients. Private contributions had fallen off 


other public agencies. 


$3 5,955 


Complete tabulated statistics from 29 states 


$12,695 . aa 
$12,695 tig in some cases had been stopped alto- show that 847 of the hospitals repaired or im- 
S = - proved had capacities of 89,426 beds, and that 
600 Statistics of the American Hospital Associa- they had 13,950,224 square feet of floor area. 
0 tion show that the number of free patients in all (These complete statistics do not include exten- 
hospitals had increased four-fold in 1933 from sive work done in New York City and a number 
520,595 the number in 1928. of representative states.) 
a In the face of this situation, 400 hospitals— All types of hospitals, sanitariums, and their 
0 per unable to find financing—were forced to close, appendages were included in the construction, re- 
; thereby withdrawing more than 20,000 hospital pair and improvement. While general purpose 
n tui- beds from public use, the association’s figures hospitals were greatly in the majority, the WPA 


of the showed. made possible the construction of a number of 
hospitals of special sanatorium types, such as 
tubercular hospitals, hospitals for crippled chil- 
dren, hospitals for the treatment of infantile 


While the Works Progress Administration and 
23, 325, its predecessors could do nothing directly to aid 
the sorely pressed voluntary hospitals (the law 


Z “a forbidding), they went with great vigor about the paralysis, psychopathic hospitals, and maternity 
wth business of constructing new tax-supported hos- hospitals. Dormitories for nurses and for civil 
‘itted pitals where no hospital facilities existed, and employees were constructed or repaired. 

aMnu- of repairing, improving, and making additions to In addition, provision was made for the erec- 
radu- existing tax-supported institutions. tion or improvement of such important things 
sed. Statisties do not tell the whole story of what as cancer clinics, venereal disease clinics, and 

has been done by the WPA and its predecessors pathological laboratories. 

si : aid in the relief of human suffering, but from All this, of course, relates to physical construc- 
“ them may be had a general idea of the vast extent tion accomplishments and takes no cognizance 
Total of the work accomplished and in progress. whatever of such extensive public health projects 
— The final report of the Federal Emergency Re- as those for elimination of the anopheles (ma- 
374.40 lief Administration shows that 80 hospitals and _‘laria germ carrying) mosquito; construction of 
499.20 sanitariums had been constructed and 1,013 more sanitary sewers and sewage disposal plants and 


— repaired or improved by that agency. Of these, the unspectacular sanitary privies. It takes no 
eight have a capacity of from 51 to 100 beds; 14 account of public health nursing projects, of pub- 
have a capacity of more than 100 beds; and the lic health surveys and many other kinds of health 

others are smaller or of unspecified capacity. activity. It is a record of creation of hospital 


facilities solely. 
Up to September 15, 1936, the WPA had 295 
projects for the construction of hospitals, accord- The Morris Memorial Hospital for Crippled 
ing to its Division of Research, Statistics and Children, erected with WPA labor at Milton, West 
Records. Of these, 179 had been completed by Virginia, about half way between Huntington and 
that date, and 116 were in the process of construc- Charleston, has attracted unusual attention by 
tion. By the same date, the WPA had 1,451 proj- reason of the fact it receives patients from all 
ects for the repair or improvement of hospitals, over the state. Sponsors for the project include 
— a representative list of the foremost citizens of 
_ In wn Service, Works Progress Administration, Wash- the State who long had planned such a hospital, 


ington, D. 
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had available a site in the nature of a fertile farm 
of 200 acres beneath which were deposits of salt 
water so necessary in hydro-therapeutic treat- 
ments, but lacked the money to supply the labor 
for the buildings. 


The first unit completed includes a large hydro- 
therapeutic building containing the most modern 
equipment for the treatment of infantile paralysis 
and other diseases of crippled children. ‘The 
building, of native stone, includes two swimming 
pools, each 24 by 36 feet, arranged so that either 
may be disconnected in the interest of economy. 
It has accommodations for 200 patients, but the 
sponsors expect to increase its size and eventually 
to provide treatment in successive periods for a 
majority of the approximately 12,000 cripple’ 
children in West Virginia. The hospital, because of 
adjacent farm facilities, is run on the highly eco- 
nomical basis of approximately $2 per patient per 
day. It has its own herd of pure bred cows, 
housed in a barn erected by WPA labor. 


Another such hospital was built at Knoxville, 
Tennessee, sponsored by Knox County, the Amer- 
ican Legion and the Shrine. The land for the site 
was contributed by the Fort Sanders Hospital, the 
facilities of which are available in emergencies to 
the Crippled Children’s Hospital. It is equipped 
with the latest scientific apparatus for the treat- 
ment of crippled children, including a therapeutic 
swimming pool, the water supply for which is sim- 
ilar to that at the famous Warm Springs, Georgia. 
It includes a violet-ray room and features a glass 
examination room, the purpose of which is to per- 
mit frightened children, facing operations, to see 
the examinations of cheerful patients who have 
been operated on successfully and who are recov- 
ering. 


Another new hospital for crippled children was 
constructed in Pima County, near Tucson, Ari- 
zona. Three separate units of the hospital were 
planned, the largest having 10,135 square feet of 
floor space. It is built of adobe brick and contains 
a large swimming pool. 


Extensive alterations were made on the build- 
ings and to the grounds of the New York State 
Reconstruction Home at Haverstraw, 
houses 400 crippled children patients. Among 
other things, a modern playground was con- 
structed. 


Several new tuberculosis treatment hospitals 
were constructed and the facilities of a number of 
others were increased or modernized or _ both. 
Washington, D. C., seat of the Government, last 
year had the second highest tuberculosis death 
rate of any city in the country, and its facilities 
for handling tuberculosis patients were badly 
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overtaxed. Several projects, sponsored by Dis- 
trict of Columbia health organizations, are in- 
tended to increase facilities for tuberculosis pa- 
tients at least to the point where the overcrowd- 
ing, even the turning away of patients in some © 
cases, of the year 1936, will be eliminated. First ~ 
project completed was the reconstruction of an — 
old building at Gallinger Hospital, a municipal in- © 
stitution, for the exclusive treatment of tubercu- © 
lar patients. A project well under way is the — 
construction on Bald Eagle hill, overlooking the — 
Potomac River, of a hospital for the treatment — 
of curable tubercular children. Separate dormi- : 
tories are being erected for white boys, for white — 
girls, and for negro children. Capacity will be ~ 
125 patients, with construction so arranged that — 
additional dormitories may be added later. 









































Lucas County, Ohio, and its county seat, Toledo, — 
had been getting along with a tuberculosis hospi- 
tal with accommodations, much crowded, for 100 — 
patients, and many on its waiting list. WPA — 
labor made possible the construction of the Wil- 
liam W. Roche Memorial Hospital, exclusively for — 
the treatment of tubercular patients. The build- 
ing is shaped in the form of a huge “Y” so as to 
give all possible exposure to sunlight and has been 
designed in such a way that its 275 patients may 
be segregated by age, sex, and degree of infec- 
tion. 


A new tuberculosis hospital was provided at 
Lamar, for patients of Prowers County, Colorado. | 
It. was built of native red sandstone which was | 
quarried by the WPA workers at a site about ten © 
miles distant from the hospital. It provides fa- 
cilities for 40 patients. Another creation of new 
facilities for tubercular patients was at Monroe, 
Louisiana, where separate two-story buildings 
provide for the segregation of the 50 white and 
negro patients. 


Sea View Hospital, New York City’s largest in- 
stitution for the treatment of tubercular patients, 
with a bed capacity of 1,700, was completely mod- 
ernized as the result of a WPA project. Obsolete 
equipment was replaced, new sewers were in- 
stalled to displace a cesspool system, the electric 
system was overhauled, the buildings were re- 
painted and the grounds landscaped. 


An abandoned transient camp on Wildcat Moun- 
tain, near Ft. Smith, Arkansas, was remodeled 
and expanded to make a tubercular sanatorium 
capable of handling 600 patients. This was badly 
needed to augment the facilities of the State Sani- 
tarium, which, with 2,700 beds, found itself un- 
able to care for all applicants for treatment. 









The mentally defective and the insane in public 
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“HEAT- STERILIZED 


OHNSON & JOHNSON began producing surgical sutures in 1887. Our ex- 
J perience of the last 49 years has led us to the production of what thou- 
sands of surgeons in all parts of the world consider the most dependable 
catgut ever devised—Ethicon Sutures. Our scientific staff includes the most 
capable men available, who devote their entire time to experiment and con- 
trol in our laboratories in the United States, Canada, England and Australia. 


NEW BRUNSWICK, N J. CHICAGO, ILL. 


MANUFACTURERS OF SURGICAL SUTURES SINCE 1887 





institutions, usually state-operated, were the 
beneficiaries of many humanitarian projects de- 
signed to give increased facilities, to modernize, 
and to enable some of them for the first time in 
years to give adequate treatment to all committed 
to their care. 


Thirteen projects enabled the Eloise County In- 
firmary and Hospital in Michigan to modernize its 
plant completely for the care of 3,400 patients in 
the psychopathic wards and 3,800 in the infirm- 
ary. The modernization included the hospital 
equipment, the farm buildings and the grounds. 
Wayne County contributed $60,000 toward a total 
cost of about $250,000 for the projects. 


Conditions had been so bad at the Arkansas 
State Hospital for Nervous Diseases that, in 1933, 
365 negro patients were transferred to an aban- 
doned building of the State Penitentiary where 
there was no means of segregating the violent 
patients. No repairs had been made on the Ner- 
vous Diseases Hospital since 1914. WPA proj- 
ects here will make possible the completion of 
modern facilities for 3,800 patients and will help 
solve a problem that had been vexing state of- 
ficials since 1931 when the present 3,000-acre 
building and farm site was purchased by act of 
the State Legislature. 


Only children between the ages of six and six- 
teen are received into the Georgia Training School 
for Mental Defectives near Augusta, and, though 
it had capacity for 250 patients, it had a waiting 
list of .750, until a WPA project increased the fa- 
cilities by 100 beds. Fourteen buildings were 
remodeled. 


One of the largest of the hospital projects was 
that for construction of four additional buildings 
to the State Hospital for the Insane at Chatta- 
hooche, Florida, which provided space for 976 
beds, while another project of importance in the 
Works Program was construction of the Malcolm 
A. Bliss Psychopathic Institute, which is an addi- 
tion to the City Hospital of St. Louis, Missouri. 
This building will house 183 patients. 


Statistics of the American Hospital Association 
show that approximately half of the 3,063 coun- 
ties in the United States had no hospital facilities 
whatever in 1933 and in many cases were com- 
pelled to pay for the treatment of their charity 
patients in the hospitals of neighboring counties. 
Reports from the State Administrators indicate 
that in many cases, WPA projects have provided 
hospital service where there was none before. 


Tucumcari, New Mexico, which previously had 
been sending its patients to Amarillo, Texas, 125 
miles away, through a WPA project, got a new 
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and modern hospital that is expected to meet 
the needs of the community for some years to 
come. Springerville, Arizona, which previously 
had been sending patients to Gallup, New Mexico, 
125 miles away; to Phoenix, 245 miles distant; 
or to Albuquerque, 234 miles away, got a hospital 
through a WPA project. It is not a large hos- 
pital, being only 12 rooms, but it will fill a long 
felt need. 


Bolivar County, in Mississippi, is another that 
had never had public hospital facilities until the 
WPA gave a helping hand in the construction of 
one of the finest small hospitals in the State. Con- 
struction costs were about $15,000, of which the 
City of Rosedale contributed more than one-half. 


The 700 Indians on the Yankton Sioux reserva- 
tion near Wagner, South Dakota, now have hospi- 
tal facilities for the first time as the result of a 
WPA project. Previously to the building of the 
hospital, reservations Indians needing hospital 
care were sent either to Winnebago or Rosebud, 
either of which is more than 200 miles away. 


Special hospital construction includes a new 
Hinds County Maternity Center at Jackson, 
Mississippi, erected with the aid of the WPA, the 
County Board of Supervisors having provided ap- 
proximately half the funds. The Maternity Cen- 
ter was organized in 1931 by prominent residents 
of Jackson and had a somewhat precarious finan- 
cial career until completion of the new building. 
Various hospital and social service groups send 
patients there and the specialists of the City con- 
tribute their services so as to keep down costs. 


The Eighth Corps Area of the United States 
Army, with headquarters at Fort Sam Houston, 
Texas, got the benefit of an approximately $3,000,- 
000 Station Hospital through the aid of the WPA 
and it now has one of the most modern of the 
military hospitals in the United States. Its ca- 
pacity is something over 600 beds. 


Residents of Brooklyn, New York, shortly will 
have the advantage of a new cancer clinic and re- 
search center, installed in a remodeled old build- 
ing owned by the Department of Hospitals. It 
will be one of the largest and most complete in 
the country devoted only to this kind of work. 


At Kingston, New York, WPA workers com- 
pleted the City Pathological Laboratory, a unit of 
the City Hospital; and a project at the Lincoln 
Hospital, in New York City, permitted the open- 
ing of a night clinic for the treatment of venereal 
diseases at the rate of 1,000 patients a week. 


Facilities for hospital employees were not over- 
looked in the general construction and moderniza- 
tion work as witness the addition to the Nurses 
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This trade mark identifies all hospital 
products manufactured by The Seam- 
less Rubber Co. Look for it—it is a 
mark of quality. 


Combination iret 


HOT WATER BOTTLE; & ICE CAP 


STOPPERLESS— with 
a patented soft rubber 
closure 


Economical, because it does double duty in 
your hospital. Opening is large enough to 
admit sizable ice cubes, and to prevent 
spouting steam when being filled with hot 
water. No stopper to lose or become loose, 
and the soft rubber closure prevents leakage. 
Can be placed at any part of the body 
without irritation. Sides fluted to increase 
radiation. Tested and approved by Good 
Housekeeping Institute. Order from your 
Supply House .. . specify Seamless Stopper- 
less Hot Water Bottle & Ice Cap. 





In addition to the Seamless Stopperless Bottle, 

your Hospital Supply House maintains complete 

, aa ’ * stocks of a wide variety of other Seamless rubber 
(mane LF jggt. ¥ products for hospital use. 


Available with smooth surface also 


seamless 


THE SEAMLESS RUBBER CO., INC., NEW HAVEN, CONN. 
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Home at the Salt Lake County Hospital, Salt Lake 
City, Utah, and an employees’ dormitory for the 


Nevada State Hospital for the Insane. At the 
County tuberculosis hospital in Amherst, Ohio, a 
school room was provided with the help of the 
WPA for the benefit of the children patients. 


The examples given so far have been mostly 
those for either specialized construction or for 
construction in special types of cases, though the 
program for the construction and repair of gen- 
eral utility hospitals occupied the most generous 
place in the hospital construction activities of the 
WPA. 


Impressive ceremonies participated in by Fed- 
eral, State, and City officials marked the start of 
the razing of the old Charity Hospital in New 
Orleans in October, 1936, to make way for what 
is planned eventually to be an $8,000,000 public 
hospital. Governor Leche of Louisiana declared 
the new building would be the. greatest in the 
State. Start was made with a $65,000 razing 
project which was expected to salvage approxi- 
mately $125,000 worth of materials. 


Practically every public hospital in New York 
City received help—some a great deal and others 
not so much. The Children’s Hospital on Ran- 
dall’s Island was dismantled and its patients 
transferred to the remodeled Pre-Natal Home in 
Kissena boulevard, Queens. Other projects called 
for improvements to the North Brothers’ Island 
Hospital for Contagious Diseases; to the various 
hospitals on Welfare Island; to the interior of all 
the older Bellevue buildings, an institution cover- 
ing more than five city blocks; and to the Harlem, 
Morrisannia, Kings County, Coney Island, Queens- 
boro and other hospitals. An average of more 
than 3,000 WPA workers has been kept continu- 
ously employed on this kind of work in New York 
City. 


A $300,000 program for the construction of new 
facilities at the University of Kansas Hospital at 
Kansas City, Kansas, was made possible by the 
contribution of 45 per cent of the cost in labor, 
while state appropriations and private contri- 
butions provided the balance. The 103-year old 
Natchez, Mississippi, charity hospital was re- 
paired and modernized so as to bring its cost per 
‘ patient, which had been high because of obsolete 
equipment, down to the most efficient standards. 





After many difficulties, projects were selected for 
operation to fill in swamp land about the Boston 
State Hospital at Matapan, Massachusetts, to 
build about 1,000 feet of new wall and otherwise 
to make improvements that had been hadly needed 
for some time. 


The third and last unit of the Southside District 
Hospital at Mesa, Arizona, was dedicated by Gov- 
ernor B. B. Moeur, who, on December 27, 1936, 
called it one of the outstanding institutions of its 
kind in the State. A $250,000 project permitted 
the addition of an air conditioned, four-story and 
basement addition to the Davenport, Iowa, City 
Hospital. Private citizens donated the site, busi- 
ness concerns and other private citizens raised 
funds for materials, and the WPA provided the 
labor for the construction of a new $40,000 hos- 
pital at Brooksville, Florida, to serve Hernando 
County. 


Construction has been started as to a project of 
the Works Program on 300-patient ward building 
to be added to the Hastings State Hospital in Ne- 
braska, bringing its capacity up to 1,800 beds. A 
four-story brick, concrete and steel wing was 
added to the hospital of Ohio State University at 
Columbus, enabling the addition of an isolation 
ward and a public dispensary. 


At the State Hospital at Huntington, West 
Virginia, WPA labor was responsible for con- 
struction of nine new farm buildings, the remod- 
eling of two others, construction of sleeping bar- 
racks for patients who work on the farm, a rock 
base road and other improvements. These led the 
superintendent, Dr. C. T. Taylor, to declare that 
“without the assistance of the WPA it would have 
taken many years to accomplish what the WPA 
has done in less than a year.” 


As medical science advances with its rapid 
strides to bring in more efficient and effective 
equipment, and newer and better methods of 
treatment, any hospital, no matter how liberally 
endowed privately, or how well supported publicly, 
has a difficult time to keep its equipment and its 
methods abreast of current approved practises. 
However, the WPA and its predecessors have gone 
a long way toward meeting the current needs of 
tax-supported hospitals, and this, in turn, has 
served to relieve most of the tremendous pressure 
that had been put on private hospitals during the 
depression. 








Ball Memorial Hospital Dedicates Its 
New Unit 
The new laboratory and medical building, a 
unit of the Ball Memorial Hospital, Muncie, In- 
diana, was dedicated April 24. This new build- 
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ing was erected to the memory of Edmund Burke 
Ball and was a gift of the Ball Brothers Founda- - 
tion to the Memorial Hospital. Dr. Alexis Carrel 
of the Rockefeller Institute of Medical Research 
delivered the dedicatory address. 
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model 65 


ZARMO 
PRESS 






















Heretofore, presses offered to hospitals, 
for ironing gowns and other apparel pe- 
culiar to hospital use, have been regular 
laundry presses adapted for the purpose. 









Because of the need for greater efficiency 
in the hospital laundry, the Model 65 
ZARMO press has been built for the ex- 
press purpose of handling garments such 
as gowns, smocks, uniforms, etc., which 
comprise the bulk of hospital apparel. 








































Extra-long, gradually-tapered buck presses long hospital garments with 
fewer Lomoaae’ motions and press operations. 


Especially 
designed 


SS Ce 

UNIFORMS : 
LONG APRONS 
LINEN COATS | 


SMOCKS 


Small end of buck is is of correct size and shave to propery press. collar 
and shoulder. portions of hospital. garments. : 





is suffi ie nt clearance beneath the buck to permit closed: hack: on 








ASK FOR AN AMERICAN , 
LAUNDRY ADVISOR 


THE AMERICAN LAUNDRY MACHINERY CO., CINCINNATI, O. 


May, 1937 


The Hospital Book Shelf 


PRACTICAL DIETETICS. 20th Ed. Alida Fran- 
ces Pattee. A. F. Pattee, Mount Vernon, New 
York. 1935. $3.00. 

That a textbook should endure for twenty-four 
years and come to its twentieth edition is prima 
facie evidence of its adaptability to the purpose 
for which intended. 

The author has been assisted in her revisions 
by a long list of nutritionists and physicians and 
the text should be the last word in authoritative 
matter. 

The book is divided into three parts. Principles 
of Nutrition, Diet Therapy, and Practical Appli- 
cation of the Principles of Nutrition, with such 
tables as are required in professional work assem- 
bled in the appendix. 

Each chapter is followed by a short but compre- 
hensive list of questions on the text and the ¢chap- 
ters on the preparation of the various types of 
goods give a large number of reliable recipes each 
accompanied by its caloric value in protein, fat, 
and carbohydrate and by the number of servings 
it provides. 

No pains have been spared to make this both a 
well arranged textbook for the nurse or student 
dietitian and a convenient working manual for the 


graduate. 
—_—_<_—_ 


TABER’S DIGEST OF MEDICAL TERMS. By Clarence 
Wilbur Taber. F. A. Davis Company. Phila- 
delphia, 1937. Giltedge, indexed, $5.00. Nurses 
Ed., indexed, $3.00. Not indexed, $2.50. 

This pocket size digest contains more terms 
than the usual nurses’ dictionary but much less 
than the pocket-size medical dictionary. 

The professional eminence of its associate 
editors is a guaranty of its reliability. Definitions 
are clear and in many cases include broader dis- 
cussion of the terms than is usually found in a 
dictionary. The appendix includes a list of 
muscles subdivided by regions and gives origin, 
insertion, and action of each; a list of nerve 
plexuses with origin, location and distribution; 
relations of spinal nerves to spinal segments and 
spinal processes and localization of functions; list 
of cranial nerves with their distribution; and a 
glossary of Greek and Latin medical words with 
their English equivalents. 


sliis atin 
ETHICS FOR NURSES. By Charlotte A. Aikens, 
R. N. fourth edition 1937. W. B. Saunders Co. 
Philadelphia. $2.50 
The development of a code of ethics is one of 
the earmarks of the development of an art into 
a profession. The growth of the moral and per- 
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sonal qualities along side the professional skills 
is nowhere more important than in the nursing 
profession. Miss Aikens has worked, studied, and 
written on nursing problems from the purely 
apprentice stage of nursing education to the uni- 
versity curriculum stage and no one is better qual- 
ified to discuss this subject than the author of this 
time-honored standard text book. 


The present edition has been thoroughly re- 
vised and a chapter on the Hospital and the Nurse 
as Social Factors in the Community has been 
added. Chapters cover major problems facing the 
nurse from the Evolution of Nursing to her per- 
sonal financial problems. Subject matter is clearly 
and simply written. The author does not presume 
to make decisions, merely to present the problems 
and the principles which should govern their solu- 
tion and thus emphasizes the modern conception 
of not thinking for the student but encouraging 
her to think for herself. Added value as a text 
is given by the inclusion of a set of questions at 
the end of each chapter for discussion or review. 


nicebeadiiticeslitins 
SICKNESS AND INSURANCE. By Harry Alvin 

Millis, vi plus 186, University of Chicago Press, 

1937. $2.00. 

This volume analyzes the economic problems of 
sickness, both as to loss of income and costs of 
preventive and curative services. Professor Millis 
is a specialist in the field of labor economics and 
discusses sickness costs from the point of view of 
the employed workman. He comes to the conclu- 
sion that the insurance principle is necessary to 
reduce the economic hazards of ill health, but ar- 
gues for legally required participation on the part 
of the low-income classes of the population. 


Professor Millis believes that an American ap- 
proach to sickness insurance should concentrate 
first upon the costs of hospitalized illnesses, as 
being those most difficult for individual budget- 
ing. Hospital administrators interested in the 
general economic problems of hospital service will 
find this volume both readable and comprehensive. 


<ahialaiiadae 
YEARBOOK OF THE AMERICAN PHARMACEUTICAL 

ASSOCIATION. 1934 

American Pharmaceutical Association, Wash- 
ington, D. C., 1936 This twenty-third annual re- 
port of the American Pharmaceutical Association 
will find its principal value to hospitals and hos- 
pital pharmacists in its abstracts of the proceed- 
ings of foreign pharmaceutical societies and in 
the comprehensive abstracts of the past years 
publications on new drugs and new methods of 
preparation and assay of old preparations. 
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PHYSICIANS ... HOSPITAL ADMINISTRATORS... GRADUATE NURSES... 


DIETITIANS ... TECHNICIANS 


M. BURNEICE LARSON, 
DIRECTOR 





.... until you're in a job you'd love.... 


love. Give all you’ve got to give. Study it. Find 
the ways to master it. Boss the things that control 
your progress. Do everything eagerly, earnestly, 
and your accomplishments will take care of them- 
selves. 


They tell that nothing great was ever accomplished 
without great enthusiasm; they tell that all the 
things we want to do and get come as though 
naturally when we seek them eagerly, persistently, 
intelligently. 

Doesn’t that give courage P 

If you and I are what we are and if what we are 
isn’t satisfying to you or me, then maybe it is be- 
cause we just live and grow and have become 
what we are without intent, without enthusiasm, 
uncontrolled. 

If you push, something gives, in you or in the thing 
you push. If you strike or pull and think and plan 
and act with excited enthusiasm ... always there 
is result. 

Don’t be satisfied with you. Get into the job you’d 


If you aren’t in the job you love, make room for 
the person who would love it, who would lick it. 
Find the job that would give you thrills of satisfac- 
tion, find the one that’d make your eyes shine, 
make you get up in the morning in a hurry, the 
job that’d make you hum and whistle and sing as 
you work ... for there are such jobs for you. 


Ask us ... we will help you find it. It is our great 
work ... to find for hospitals and institutions the 
finest personnel in the land; to find for you the 
job you’d love! 


The MEDICAL BUREAU 


55 E. Washington Street 
The top floor of the tower of the Pittsfield Buflding 
CHICAGO, ILLINOIS 





Among the Associations 
State and Province Association News 


The Tri-State Hospital Assembly 


The Annual Tri-State Hospital Assembly (Illi- 
nois, Indiana, and Wisconsin) will be held at the 
Sherman Hotel in Chicago, May 5,6 and 7. This 
Assembly, held in Chicago each year, brings to- 
gether one of the largest groups of hospital per- 
sonnel and ranks with the best-attended hospital 
conventions. Not only the administrators of the 
institutions of the three states meet in Chicago 
at that time, but members of the boards of trus- 
tees, members of hospital staffs, anesthetists, oc- 
cupational therapists, clinical pathologists, nurses, 
social service workers, dietitians, record libra- 
rians, hospital housekeepers, hospital engineers, 
and members of ladies’ auxiliaries all hold group 
meetings and stage interesting programs. 


The following is an outline of the program to 
be presented : 


Wednesday, May 5 


8:00-10:00 a. m. 


Registration, Information, and Inspection and 
Study of Technical and Educational Exhibits 


10:00 a. m. - 12:30 p. m. 
GENERAL ASSEMBLY 
R. C. Buerki, M.D., Madison, presiding 


Invocation 
Reverend John W. Barrett, Chicago 


Address of Welcome 
Charles H. Schweppe, Chicago; President, Chi- 
cago Hospital Council 


General Theme—The Administrative Organiza- 
tion of the Hospital 


Fundamental Principles Underlying Efficient 
Hospital Administration 
Robert E. Neff, Iowa City 


Departmental Organization from the stand- 
point of: 
The Nursing Department 
Janet Fenimore Korngold, R.N., Chicago 


The Clinical Laboratory 
A. S. Giordano, M.D., South Bend 


The X-ray Department 
Maximilian J. Hubeny, M.D., Chicago 


The Medical Records Department 
Sister M. Patricia, R.N., Duluth 


The Dietary Department 
Lute Troutt, Indianapolis 
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The Medical Social Service Department 
Hazel M. Halloran, Chicago 
Personnel Management 
General Discussion—Current Problems of Hospi- 
tal Administration and Their Solution 
Edgar Blake, Jr., Gary, Indiana 
12:30 -2:00 p. m. 
Inspection and Study of Technical and Educa- 
tional Exhibits 
2:00-4:00 p. m. 
The following groups will hold their programs: 
Illinois State Nurses’ Association 
Clinical Pathologists 
Anesthetists 
Occupational Therapists 
Dietitians 
Medical Record Librarians 
Medical Social Workers 
Hospital Housekeepers 
Hospital Engineers 
Hospital Auxiliary Members 
4:00 - 5:00 p. m. 
BUSINESS SESSION 
Hospital Association of Illinois 
Maurice Dubin, Chicago; President 
Charles L. Lindquist, Elgin; Secretary 
Indiana Hospital Association 
Gladys Brandt, R.N., Logansport; President 
Albert G. Hahn, Evansville; Secretary 
Wisconsin Hospital Association 
R. C. Buerki, M.D., Madison; President 
J. C. Crownhart, Madison; Secretary 


5:00-6:00 p. m. 


Inspection and Study of Technical and Educa- 
tional Exhibits 


6:30-9:30 p. m. 
GENERAL ASSEMBLY 


Trustees’ Dinner and Program. Sponsored by 
the Chicago Hospital Council; Charles H. 
Schweppe, presiding 


Informal Dinners 


Occupational Therapists—Stevens Building Res- 
taurant—6 :30-8 :30 p. m. 


Medical Record Librarians—Sherman Hotel— 
7:00-8:30 p. m. 


Illinois Dietetic Association—Chicago Women’s 
Club—7 :30-10:00 p. m. 
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Takes a Brave Man to be a Doctor 


The responsibilities medical men are heir to are not for the 
craven, the weak or the umid. Going into partnership with Nature 
is @ man size Job. 

We derive satisfaction from our gw job in eliminating one of the 
manifold worries that can beset the Doctor. 

For we have produced ready to use intravenous solutions safe for 
the veins of your patients—solutions in which you may repose your 
utter confidence ... Baxter's solutions! 

All of us can’t be Doctors. Some of us must provide the working 
tools the Doctor uses. But Doctors or Doctors’ right bowers—we 
can be faithful—-sincere, we can safeguard quality and take our re- 


sponsible jobs to heart and keep the faith—your faith, Doctor! 


This thing we do—we pledge to do it. 


Baxter's Intravenous Solu- Ps pe California; and College Point, 
tions in Vacoliters are Prod- ="8)) ) New York. Distributed on 
ucts of Baxter Laboratories in Si the West Coast by Don 
Glenview, Illinois; Glendale, Baxter, Inc. 


Distributed East of the Rockies by 


AMERICAN HOSPITAL SUPPLY CORPORATION 
rons 0 Kev, W ere) NEW YORK 
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8:00-10:00 p. m. 

Hospital Engineers 

O. E. Olson, Madison; presiding 
Air Conditioning 

W. W. Davidson, Chicago 
Oxygen Corrosion in Connection with Zeolite 

Water Softening 
W. J. Peters, Indianapolis 


Thursday, May 6 
8:00-10:00 a. m. 
Inspection and Study of Technical and Educa- 
tional Exhibits 
10:00 a. m. - 12:30 p. m. 
GENERAL ASSEMBLY 
Maurice Dubin, Chicago; presiding 
General Theme—Maintaining Professional Serv- 
ice Standards in Hospitals 


Progressive Standards in Hospitals 
Fred G. Carter, M.D., Cincinnati 


Professional Service Standards from the Stand- 
point of: 

The Medical Staff 

William H. Walsh, M.D., Chicago 
The Nursing Staff 

Sister Mary Vincent, R.N., Chicago 
The Pathologist 

Harold D. Palmer, M.D., Rockford 
The Radiologist 

Edward L. Jenkinson, M.D., Chicago 
The Physical Therapist 

John S. Coulter, M.D., Chicago 
The Occupational Therapist 

Anetta H. Hemrich, Chicago 


The Dietitian 
Zelia L. Kester, Indianapolis 


The Medical Social Worker 
Harriett M. Bartlett, Chicago; chairman 


General Discussion — Application of Profes- 
sional Service Standards in Small Hospi- 
tals 

Macie N. Knapp, Normal, Illinois 


12:30 -2:00 p. m. 
Inspection and Study of Technical and Educa- 
tional Exhibits 


2:00-4:00 p. m. 
Medical Staff officers 
Rudolph J. E. Oden, M.D., Chicago; presiding 


Some Problems of the Surgical Staff 
Arrie Bamberger, M.D., Chicago 


Rotating Intern Service 
Charles H. Phifer, M.D., Chicago 


Some Hospital Management Problems from the 
Staff Member’s Point of View 
Guy S. Van Alstyne, M.D., Chicago 


Problems of the Department Chief 
Charles E. Kahike, M.D., Chicago 


2:00-4:00 p. m. 
The following groups will hold their programs: 


Joint Session—Illinois State Nurses’ Association, 
Illinois Dietetic Association, American Asso- 
ciation of Medical Social Workers, and Wom- 
en’s Auxiliary Boards 


Joint Session—Illinois Society of Clinical Labora- 
tory Technicians and Society of Illinois Bac- 
teriologists 


Conference of Anesthetists 
American Physiotherapy Association 
Society of Occupational Therapists 
Medical Record Librarians 


The Out-Patient Clinic Directors will hold a round 
table to be conducted by Malcolm T. Mac- 
Eachern, M.D., Chicago 


Hospital Accountants’ Club of Chicago will hold 
a round table conference, to be conducted by 
Nathan W. Helman, Chicago. The following 
subjects will be presented: 


Bed Capacity ; Available Beds ; Bed Complement 
Collections from Group Hospitalization Plans 
Allocation of Costs 

Computing Free Service 

Monthly Reports 

Funds of Deceased Person 

Hospital Housekeepers 

Hospital Engineers 


4:30 - 6:00 p. m. 
Inspection and Study of Technical and Educa- 
tional Exhibits 


7:00- 10:00 p. m. 
Annual Tri-State Assembly Banquet—Sponsored 
by the Chicago Hospital Association 


Introduction of Toastmaster, Malcolm T. Mac- 
Eachern, M.D., by E. I. Erickson, Chicago, 
President 


Introduction of Guests 


Greetings from the American Hospital Asso- 
ciation 
Bert W. Caldwell, M.D., Chicago 


Address 
Glenn Frank, Ph.D., Madison, Wisconsin 


10:00 p. m. 
Dancing 
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Three Triumphs of 


These New York 
hospitals “cut out” from their food 
service all rust, corrosion, costly de- 
preciation, with equipment of Monel 


Nurses’ cafeteria, Lenox Hill Hospital, New York, N. Y. Completely 
equipped with Monel for nearly every part where food touches metal. In- 
stalled by Nathan Strauss & Sons, Inc., New York, N. Y. 


(Left) New York Hospital-Cornell 
Medical Center, view in patients’ 
kitchen, 14th floor, showing solid 
Monel equipment including refrig- 
erator cabinet, food trucks, thermo- 
tainer roll warmer, steam table, cof- 
fee urns, and urn stand. Made by 
Arkay Co., New York, N. Y. 


(Below) Main kitchen, Seton Hos- 
pital (Nazareth Branch), New York, 
N. Y. Monel is liberally used here 
for table tops, mixers, sinks, etc., as 
it is also in the pastry room and the 
vegetable room. Installed by Dupar- 
quet, Huot & Moneuse, New York, 
N.Y. 


UST. Corrosion. Chipping, crack- 
ing and peeling. Wherever you 

find those blemishes in the modern hos- 
pital kitchen, it needs no highly tech- 
nical diagnosis to say “Cut them out”. 


And there’s a sure way to cut them 
out... and keep them out: Install 
kitchen and food service equipment of 


Monel*. 


From the photographs on this page 
you can almost SEE why these 3 hos- 
pitals use Monel. You can see that 
Monel is the kind of metal that makes 
your staff take pride in its work. Hard 
use does not mar its silvery richness. 
But Monel’s physical virtues you can 
not see. As for instance: 


Monel can not rust, not in the 
lifetime of a thousand patients. Never 
any rough spots to make extra work 
for your busy helpers. And since 
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Monel is a solid metal through and 
through, it has no coating to chip or 
wear away. 

Further, unlike other rust proof 
metals, Monel is stronger and tougher 
than structural steel. In the records of 
dozens of hospitals as well as hundreds 
of first rank hotels . . . is written the 
evidence of Monel’s. cost-saving long 
life. Some of these installations have 


seen constant service for 20 years. They 
are as good to-day as when installed. 


There’s a fabricator in your neigh- 
borhood who can shape Monel to your 
every kitchen and food service need. 
Write us for his name, and a price 
estimate. 

THE INTERNATIONAL NICKEL 


COMPANY, INC. 
67 WALL STREET NEW YORK, N. Y. 


* Monel is a registered trade-mark applied to 

iM an alloy containing approximately two-thirds 

Nickel and one-third copper. This alloy is mined, 

/MONEL\, smelted, refined, rolled, and marketed solely 
by International Nickel. 
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Friday, May 7 
8:00-10:00 a. m. 


Inspection and Study of Technical and Educa- 
tional Exhibits 


10:00 a. m. - 12:30 p. m. 
GENERAL ASSEMBLY 
Panel Round Table Conference 
Conducted by R. C. Buerki, M.D., Madison 


The following subjects will be discussed: 
Business Methods 
Medical Staff Conferences 
Central Supply Service 
Laundry and Linen Service 
Pharmacy Service 
Maintenance 
Public Relations 


12:30 -2:00 p. m. 
Luncheon—Sponsored by the President, Chair- 
man, or Representative of each group par- 
ticipating in the Tri-State Hospital Assem- 
bly. All in attendance at the Tri-State 
Hospital Assembly are invited 


2:00 - 4:30 p. m. 
Panel Round Table Conference—The Small Hos- 
pital 
Gladys Brandt, R.N. 
The following subjects will be discussed: 


Food Service 
Housekeeping 
Merchandising 
Nursing Service 


Joint Session—Illinois Society of Clinical Labora- 
tory Technicians and Society of Illinois Bac- 
teriologists 


6:00 - 9:30 p. m. 
Society of Illinois Bacteriologists—Annual Meet- 


ing 
—— 


Association of Western Hospitals 
One of the most successful and well attended 
hospital meetings ever held on the Pacific Coast 
was in session in Los Angeles on April 12, 13, 14 
and 15, under the aegis of the Association of 


Western Hospitals. Delegates from fourteen 
Western States, Hawaii and Alaska, met at The 
Biltmore Hotel, total attendance exceeding 2500 
persons. 


One cooperating group was the Western Cath- 
olic Hospital Conference. An outstanding event 
in its meeting was an address by the Reverend 
Joseph S. O’Connell, Ph.D., assistant director of 


122 


Catholic Hospitals and Division of Health in the 
Archdiocese of New York. His subject was “Role 
of the Hospital in Social Change.” The clergy 
and Sisters of various Orders attended in large 
numbers. 


The principal address before the main Confer- 
ence on Monday was “The Manifold Obligations 
of Hospitals to the Public” by Dr. Benjamin W. 
Black of Oakland; Tuesday morning’s subject, 
“Legislation and Hospitals,” was presented by 
Attorney Howard Burrell of Los Angeles; in the 
afternoon “Group Hospitalization” was discussed 
by C. Rufus Rorem, Ph.D., of the American Hos- 
pital Association and Frank Van Dyk of New 
York. 


Sessions on Tuesday were built around two ad- 
dresses. In the morning Dr. C. W. Munger, Pres- 
ident of the American Hospital Association spoke 
on the topic, “Patients First.” The afternoon 
speaker, Dr. Basil C. MacLean, President of the 
American College of Hospital Administrators, 
spoke on “The Growth, Causes and Cures of Mal- 
practice Suits.” This address was followed by 
one of the convention’s highlights, a mock trial of 
“Agnes McGillicuddy vs. The Lying Down Memo- 
rial Hospital.” This event was arranged by At- 
torney Howard Burrell, assisted by Attorney Ro- 
land Maxwell as Judge, Willian Rains as Prose- 
cuting Attorney, Raymond G. Stanbury as De- 
fense Attorney, ably abetted by Dr. Donald M. 
Tollefson, and several nurses from The California 
Hospital, whose portrayals of “witness” parts 
were most excellent. The presentation, while very 
humorous, carried an excellent lesson to hospitals 
in what not to do to avoid damage suits. 


The Banquet on Wednesday evening was a most 
successful event. Professor Ordway Tead, of 
Columbia University, was the speaker of the eve- 
ning. The entertainment which followed was of 
high order and was pleasantly supplemented by a 
personal appearance and address by Jean Hersh- 
olt of “Country Doctor” fame. 


At the closing session on Thursday morning, 
Professor Tead spoke on “Employee Welfare in 
the Broader Sense.” Dr. L. M. Wilbor, San Fran- 
cisco, will be succeeded as President of the Asso- 
ciation of Western Hospitals by Dr. Glenn Myers, 
Compton Sanatarium, Compton, California. 


Concurrent with the daily general sessions, va- 
rious section meetings were held. These pro- 
grams included: 


“Auxiliaries and Volunteers,” “Cancer Clinics,” 
“Dietetics,” ‘Hospital Pharmacy,” “Trustees,” 
“Medical Social Work,” “Public Hospitals” and 
“Medical Records.” 
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The Hollywood Academy of Medicine gave a 
Hospital program for its monthly meeting, on 
April 15. The principal speaker was Dr. C. W. 
Munger, President of the American Hospital As- 
sociation, who had been invited to talk on “Edu- 
cational Values for House Staff.” This paper was 
discussed by Dr. M. T. MacEachern and others at 
the dinner session held at The Paramount Studios 
in Hollywood. After the scientific program the 
audience enjoyed a preview of “Interns Can’t 
Take Money,” a picture with many well conceived 
hospital scenes, soon to be released. 


Dr. Basil C. MacLean, in addition to appear- 
ances before the Convention proper was a fea- 
tured and ably humorous speaker at a luncheon 
of the Los Angeles Advertising Club and at a 
special dinner for hospital Trustees. 


Messrs. Van Dyk and Rorem gave an instruc- 
tive radio broadcast on “Hospital Expense in the 
Family Budget.” 


The program committee under chairmanship of 
Mr. R. G. Walker of California Hospital received 
a special vote of thanks for its work in preparing 
an altogether excellent and, in many respects, 
novel series of programs. Mr. R. E. Hermann of 
Los Angeles headed the Local Committee on Ar- 
rangements. 


Mr. R. D. Brisbane, superintendent of Sutter 
Hospital, Sacramento, was elected president-elect 


of the Association of California Hospitals for — 


1938. 


The Southeastern Hospital Conference 


The Southeastern Hospital Conference, spon- 
sored by the Alabama, Florida, and Georgia Hos- 
pital Associations, held its first convention in At- 
lanta, April 8, 9, and 10. It was one of the most 
successful hospital conventions that have been 
staged in recent years. More than three hundred 
hospital representatives in the southeastern states 
were in attendance. 


Among the speakers who addressed the sessions 
were Dr. J. H. J. Upham, president-elect of the 
American Medical Association; Arthur M. Calvin, 
president of the American Protestant Hospital 
Association; James A. Hamilton, superintendent 
of the Cleveland City Hospital; John R. Mannix, 
assistant director of University Hospitals, Cleve- 
land; Honorable Harris Burns, secretary, Board 
of Trustees, Birmingham Baptist Hospital; W. S. 
Rankin, M.D., director of the Duke Endowment, 
Charlotte; Alden B. Mills, managing editor of 
“Modern Hospital,” Chicago, and Bryce L. Twitty, 
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superintendent of Baylor University Hospital, 
Dallas. 


The program was well balanced, and every ses- 
sion was well attended. The sponsors of the pro- 
gram are to be congratulated upon the selection 
of subjects for discussion, and the speakers. 


C. L. Sibley of the Baptist Hospital, Birming- 
ham, was elected as the first president of the 
Southeastern Hospital Conference, and Birming- 
ham was selected as the place for the 1938 
convention. Robert Hudgens, assistant superin- 
tendent of the Emory University Hospital, was 
elected secretary. Dr. L. C. Fischer, Crawford 
W. Long Memorial Hospital, Atlanta, was named 
vice-president from Georgia, T. F. Alexander, 
Tampa Municipal Hospital, Tampa, vice-president 
from Florida, and Dr. C. N. Carraway, Norwood 
Clinic, Birmingham, vice-president from Ala- 
bama. 


Six new states made application for affiliation 
with the Southeastern Hospital Conference, sub- 
ject to the approval of the different state hospital 
associations. They are Louisiana, Mississippi, 
Tennessee, Virginia, North and South Carolina. 


One of the features of the Atlanta Conference 
was a fine educational and commercial exhibit 
staged at Hotel Biltmore, where the sessions of the 
Convention were held. 


From the interest and the enthusiasm shown 
at the organization meeting of the Southeastern 
Hospital Conference, the growth in number of this 
new organization, as well as in influence, is as- 
sured. 


The General Arrangements Committee for the 
First Conference consisted of Charles N. Carra- 
way, M.D., president of the Alabama Hospital 
Association; Mary Corbett, president of the Flor- 
ida Hospital Association, and W. D. Barker, pres- 
ident of the Georgia Hospital Association. 


Ohio Hospital Association Convention 


The Twenty-third Annual Convention of the 
Ohio Hospital Association was held in Columbus 
on April 13, 14, and 15. Meeting concurrently 
with the Ohio Hospital Association were the Ohio 
Dietetic Association, the Ohio Association of Rec- 
ord Librarians, the Ohio Association of Nurse 
Anesthetists, the Hospital Obstetric Society of 


‘Ohio, the Ohio Chapter of the American Society 


of Clinical Laboratory Technicians, and the Ohio 
Chapter of the American Physiotherapy Associa- 
tion. A joint program or a round table of one 
hour was had by the Ohio Hospital Association 
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Inasmuch as criticism more often 
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expressing these few words of praise 
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with each of the affiliated associations on subjects 
relating to the professional problems of the re- 
spective groups. 


The program largely consisted of round table 
discussions. The discussions on laboratory prob- 
lems and physiotherapy problems were conducted 
by Robert E. Neff, president-elect of the American 
Hospital Association; those on dietetic problems 
and administrative problems by A. E. Hardgrove, 
assistant secretary of the American Hospital As- 
sociation. The discussion on records was con- 
ducted by Dr. C. S. Woods, St. Luke’s Hospital, 
Cleveland; that on nursing problems by Dr. Fred 
G. Carter, Christ Hospital, Cincinnati; that on 
special hospital problems by James A. Hamilton, 
City Hospital, Cleveland and that on accounting 
by P. B. Soule, Cleveland Hospital Council. 


The growing demand for increased wages and 
shorter hours and the establishment of minimum 
wages and maximum hours, as well as the trend 
toward the unionization of hospital employees re- 
ceived much attention. A decided increase in the 
number of nurse aides in the state was reported 
for the year and the suggestion was made that 
these aides be used for the serving of meals to 
patients in the event split hours for dietary maids 
were made impractical through legal restrictions. 
In order to meet rising labor costs, the necessity 
for a proper rate structure and for remuneration 
at an adequate rate from public sources for the 
care of the indigent was emphasized. The Ohio 
Hospital Association announced that it was their 
intention to make approximately eight cost stud- 
ies, in representative hospitals, selected from dif- 
ferent localities of the state in order to determine 
the relationship between the cost of ward care 
and per diem cost. These studies would then be 
used as the basis for determining proper remuner- 
ation on the per diem basis for patients chargeable 
to the state that are being given ward accom- 
modations. 


Hospitals were strongly advised to adopt the 
Uniform Accounting Procedure, compiled by the 
American Hospital Association, so that the true 
character of their financial needs could be pre- 
sented. It was announced that the services of the 
Executive Secretary of the state association were 
available to the member hospitals at a cost of 
$10.00 per day and expenses to install this pro- 
cedure in any hospital desiring to adopt it. Sev- 
eral hospitals noted their intention to do so in the 
near future. 


The administration of Social Security in Ohio 
was discussed by the directors of its various divi- 
sions. The Director of Public Assistance stated 
that the county boards were requested to give 
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their attention to health needs, and that hospital- 
ization of recipients was a local problem. The 
Director of Health announced that preparation 
had been made for clinical laboratory technicians 
to be taught typing of pneumonias, and that the 
state was planning to provide serum in the near 
future for the control of pneumonia, in view of 
the excellent reports that were being received re- 
garding treatment elsewhere. 


While the Secretary of the State Nurses Asso- 
ciation stated that a survey disclosed no shortage 
of nurses, yet a showing of hands indicated that 
it was practically the universal experience of all 
that there was a definite shortage of nurses suit- 
able for institutional work in Ohio. A survey of 
the nursing schools of the state showed that an 
average of 1016 hours of theory and 6000 hours 
of bedside practice was being given. 


Mr. H. H. Graef, Childrens Hospital, Akron, 
made a plea that hospital employees be given the 
advantage of the Social Security law. Upon a 
showing of hands there was almost an unanimous 
expression in favor of securing the benefits of 
the old age retirement provisions of the act for 
employees, but practically none in favor of unem- 
ployment compensation. 


The Ohio Obstetric Society presented their 
standards for Group II hospitals, which would 
include those having an average of four or more 
patients per day. The principle items were or- 
ganization of obstetrical staff; isolation of de- 
partment as a section of one floor or on a separate 
floor; isolation facilities for both the mother and 
baby with individual services ; complete equipment 
for obstetrical department with no exchange of 
apparatus whatsoever ; separation of such person- 
nel, as nurses, janitors, maids, etc.; personnel as 
interns, doctors and anesthetists, to gown upon 
entering maternity department; separate nursery, 
everybody to gown upon entering; hospital owned 
baby clothes; no visiting in department by chil- 
dren under 14; no nurse unless a properly trained 
anesthetist to give more than analgesia; and the 
appointment of a chief of the obstetrical service 
to supervise the professional character of the 
service and to be available for consultation. The 
Ohio Hospital Association adopted the recom- 
mendations in principle and referred them to the 
Board of Trustees for detailed study and power 
to act. 


Dr. E. R. Crew, Miami Valley Hospital, Day- 
ton, reported on the continued success of the Cen- 
tral Admission Bureau of Dayton, which investi- 
gates all requests for free service. The Bureau de- 
termines whether the prospective patient is en- 
titled to free service; if not, whether an allowance 
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Proper diet is an aid to regular elimination 
and where constipation is present, diet is a 
factor that must be considered. Petrolagar- 
Plain, because it performs only a lubricat- 
ing and softening function, is also an aid 
to regular elimination. It is useful as an 


adjunct to diet because it permeates hard 


impacted masses and produces soft easily 
passed stools. Petrolagar is prepared in 
. Plain, Unsweetened, with 
Phenolphthalein, with Milk of Magnesia 


and with Cascara, providing a choice of 


five types. . 


treatment adaptable to the individual pa- 
tient. Petrolagar Laboratories, Inc., Chicago. 


Petrolagar is a hanical Isi of pure liquid petrolatum (65% by volume) and agar-agar. Resepted by 
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should be granted, and the amount, if so; or 
whether full cost should be paid. While the grants 
from the City, County, and Community Chest to 
hospitals are in lump sums for the year, the 
amounts are determined according to the need of 
each hospital as established by the findings of the 
Bureau. 

The meetings were all well attended and discus- 
sions were actively entered into. At the conclu- 
sion of the Convention, Olive Jane Brown, Det- 
wiler Memorial Hospital, Wauseon, took office as 
president. Officers elected were Dr. Fred G. Car- 
ter, Christ Hospital, Cincinnati, president-elect ; 
Worth L. Howard, City Hospital of Akron, first 
vice-president; Sister Mary Luke, Gill Memorial 
Hospital, Steubenville, second vice-president and 
Rt. Rev. Msgr. M. F. Griffin, Cleveland, treasurer. 


The Minnesota Hospital Association 


The Minnesota Hospital Association will hold 
its 1937 convention at Rochester, Minnesota, May 
18, 14, 15. The sessions will be held at the Kahler 
Hotel. 

The State Associations of Medical Social Work- 
ers, Occupational Therapists, Anesthetists, Rec- 
ord Librarians, Dietitians and Medical Librarians 
will hold their annual conferences at the same 
time. 

Among those who will address the Convention 
are Dr. Alfred W. Edson, president, Minnesota 
Medical Association; Miss Mary Maxwell, secre- 
tary of the Medical Social Workers; Hon. Herman 
L. Ekem, and Mr. Robert Neff, president-elect of 
the American Hospital Association. 

The Annual Banquet will be held on Friday 
evening and Dr. Charles H. Mayo will be the guest 
speaker. 


Outline of Minnesota Hospital Association 
Program 
Thursday, May 13 
Sun Parlor, Kahler Hotel 
2:00-5:00 p. m. 
Report of Committees 
Business of the Association 
6:30 p. m. 
Dinner, Rochester State Hospital 
Program: 
Some Organic “Types of the Feebleminded 
(Movie) 
A. R. T. Wylie, M.D., Faribault 
Nursing Care of the Acutely Disturbed Patient 
Mrs. Stella H. Amass, Board of Control 


The System of Record Keeping in the State 


Sanatorium 
Helen DeLury, Minnesota State Sanatorium 


A New Type of Round Table 
J. J. Drummond, Rochester 


Friday, May 14 
Chateau Theater 
9:00 a. m. 


Address of Welcome 
Alfred W. Adson, M.D., President, Minnesota 


Medical Association 


Occupational Therapy 
Geraldine Lernitt, St. Louis, Missouri 


Medical Social Workers 
Mary Maxwell, Chicago 


Technologists 
Frieda Clausen, St. Paul 


Physiotherapy 
Frank Krusen, M.D., Rochester 


Dietitians 
Sara Elkin, Chicago 


Medical Librarians 
Perrie Jones, St. Paul 


Record Librarians 
Irene Connors, Columbus, Ohio 


Anesthetists 
Anna Willenborg, Chicago 


American Hospital Association 
Bert W. Caldwell, M.D., Chicago 

American College of Hospital Administrators 
Basil C. MacLean, M.D., Rochester, New York 


American College of Surgeons 
Malcolm T. MacEachern, M.D., Chicago 
12:30 p. m. 


Divisional Luncheons of Allied Organizations 
Minnesota Hospital Association, Kahler Hotel 


The Pathologists in the Small Hospital 
F. P. G. Lattner, Dubuque, Iowa 


2:00-5:00 p. m. 
Programs of the Allied Organizations 


7:00 p. m. 
Banquet, Kahler Hotel 


Speakers: 
C. H. Mayo, M.D. 
Robert Neff, President-elect, American Hos- 
pital Association 


Special Entertainment 
Saturday, May 15 
Sun Parlor, Kahler Hotel 


Social Security 
A. C. Hagen, Rochester 
Herman L. Ekern, Chicago 
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Personal Management 
Frank J. Miller, Minneapolis 


Group Hospitalization in Minnesota 
E. A. van Steenwyk, St. Paul 
Maurice Norby, St. Paul 


Round Table—All Hospital Problems 
J. H. Norby, Minneapolis 


The Tri-State Hospital Association 

North Carolina, South Carolina and 
Virginia 

As HOSPITALS goes to press the Tri-State 


Hospital Association is holding its annual confer- 
ence in Raleigh, North Carolina. 


Among the important subjects under discussion 
are the care of mental cases in the average gen- 
eral hospital; the importance of staff organiza- 
tion and conference; theoretical and practical as- 
pects of an association public relations program; 
hospital associations, state and national, and their 
value; proper publicity for hospitals; physical 
therapy in the hospital; educating pharmacists 
for service in hospitals; prerequisites of a good 
obstetrical department; air conditioning in the 
small hospital; the value of an efficient patholo- 
gist in hospital service; and the automobile and 
its victims—the effect on hospital budgets. 


An exended report of this convention will ap- 
pear in the June issue. 


Texas Hospital Association 


As this issue of HOSPITALS goes to press the 
Texas State Hospital Association is holding its 
Eighth Annual Convention in Lubbock, Texas, 
under the presidency of Mrs. Martha P. Rober- 
son, Superintendent of Medical and Surgical Hos- 
pital, San Antonio. 


Among the features of the convention is a 
Round Table on Nursing Problems conducted by 
Robert Jolly, a Panel Discussion on Vacations, 
Sick Leave, Salary and Discounts with Lucius R. 
Wilson, M.D., presiding, and a Round Table on 
General Hospital Problems conducted by Bryce L. 
Twitty. The subjects for special discussion at 
the convention are “Hospital Trustees,” Robert 
Jolly; “The Contribution of our Hospitals to the 
Welfare of Texas,” by the Honorable William 
McGraw, Attorney General of the State of Texas; 
“The Responsibilities of a Record Librarian,” by 
Sister Mary of Jesus, Fort Worth; “The Amer- 
ican College of Hospital Administrators, by J. 
Dewey Lutes, Chicago; “Oxygen Therapy,” by 
Dr. W. H. Potts, Dallas; “The Record Department 
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—Liability or Asset,” by Lucius R. Wilson, M.D., 
Galveston; “The Care of the Crippled Children 
in Texas,” by J. J. Brown, director, Vocational 
Rehabilitation and Crippled Children’s Division, 
and “The New Curriculum for Schools of Nurs- 
ing,”’ by Dora Mathis, Galveston. 


Meeting with the Hospital Association are the 
Texas State Association of Nurse Anesthetists, 
the Record Librarians of Texas, and the North- 
west Texas Clinic and Hospital Managers’ Associ- 
ation. 


A more extended report of the Texas Hospital 
Association will be incorporated in the June issue. 


lowa Hospital Association 


The Iowa Hospitai Association was in session 
in Dubuque, under the presidency of the Reverend 
G. T. Notson, when this issue went to press. 


Among the features of the Convention were 
round table discussions lead by Dr. R. C. Buerki, 
superintendent, State of Wisconsin General Hos- 
pital, Madison; A. E. Hardgrove, assistant secre- 
tary, American Hospital Association, and Rever- 
end John W. Barrett, director, Catholic Hospitals, 
Archdiocese of Chicago. 


The Annual Banquet was held Tuesday evening, 
April 28. The address of the evening was deliv- 
ered by Dr. William A. O’Brien, Associate Pro- 
fessor of Pathology, Universtiy of Minnesota, 
Minneapolis, Minnesota. The Matthew O. Foley 
Scholarship Award was made during the evening. 


A more extended report of the Iowa Hospital 
Association Convention will appear in the June 


issue. 
—_—_—_—__— 


The Michigan Hospital Association 


The Michigan Hospital Association held its an- 
nual meeting in Ann Arbor, April 15-16, under 
the presidency of Dr. D. M. Morrill, superinten- 
dent of the Receiving Hospital, Detroit. There 
were two hundred and fifty in attendance. Meet- 
ing with the Hospital Association were the Mich- 
igan Dietetic Association and the Michigan Asso- 
ciation of Record Librarians. 


The program included a series of demonstra- 
tions, round tables, and panel discussions. Among 
the more important subjects discussed were hos- 
pital cost accounting, pharmaceuticals and prop- 
aganda, the medical record problem and a de- 
tached out-patient department, the diet clinic in 
the hospital, nursing education, objectives of 4 
professional organization, standards and labeling 
of canned goods, and general duty nursing from 
the standpoint of the general duty nurse. 
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The afternoon session on Friday was given over 
to a round table conducted by Dr. W. L. Babcock, 
director of Grace Hospital, Detroit. The follow- 
ing eight topics were brought up for discussion: 


1 Discussion of salaries and wages on the 
basis of Questionnaire 

2 What experience have you had with organ- 
ized labor? 


3 What provision have you, or do you plan 
on making for old age retirement? 


Food Costs 
Nursing Aids—What development has taken 
place in the past year in use of this type of 
personnel? What salaries paid, and scope 
of duties assigned to them? 

6 Ward Clerks—and their duties 


7 Rules covering the use of radios in private 
rooms, and in other places 


8 At what rates is your hospital charged for 
water? 


An interesting feature was a demonstration and 
panel discussion, ‘““As Others See Us,” staged by 
Senior Students, University of Michigan Hospital 
School of Nursing. 


The officers elected for coming year were as 
follows: 

President: Mary Skeoch, superintendent, St. 

Luke’s Hospital, Marquette, Michigan 

First Vice-President: Ralph M. Hueston, super- 

intendent, Hurley Hospital, Flint 

Second Vice-President: Harry Gault, trustee, 

Woman’s Hospital, Flint 

Third Vice-President: Elizabeth Waddell, su- 

perintendent, Woman’s Hospital, Detroit 


Secretary: Robert G. Greve, assistant director, 
University Hospital, Ann Arbor 


Treasurer: Amy Beers, superintendent, Hack- 
ley Memorial Hospital, Muskegon 





Trustees elected for three years: 
Walter S. Foster, trustee, Edward W. Spar- 
row Hospital, Lansing 
Dr. Donald M. Morrill, superintendent, Re- 
ceiving Hospital, Detroit 


The 1938 convention will be held in June in 

Marquette. 
cilia einai 

Louisiana State Hospital Convention 

The annual convention of the Louisiana State 
Hospital Association will be held in Monroe, 
Louisiana, April 26. The Louisiana Hospital As- 
sociation has developed a program for the con- 
vention that it is hoped will attract a large attend- 
ance not only from Louisiana but from the adjoin- 
ing states. 





Central Neuropsychiatric Hospital 
Association 
The Central Neuropsychiatric Hospital Asso- 
ciation held its mid-winter meeting in Chicago 
March 19, 1937. The following program was pre- 
sented: 
1 Potential Patients of Private Sanitariums 
Dr. Merle G. Howard, Milwaukee Sanita- 
rium, Wauwatosa, Wisconsin 


2 The Private Sanitarium and the Family Doc- 
tor 
Dr. Sidney Wilgus, Elmlawn Sanitarium, 
Rockford, Illinois 


3 The Nursing Problem in the Private Sani- 
tarium 
Miss Isabel Erickson, Menninger Sanita- 
rium, Topeka, Kansas 


4 Occupational and Recreational Therapy in 
the Private Sanitarium 
Mrs. Charlotte Meyer, Harding Sanita- 
rium, Worthington, Ohio 


5 Group and Liability Insurance 
Dr. Bruce Galloway, Boston, Massachu- 
setts 








Fifth International Congress of Radiology 


The Congress of Radiology will be held in Chi- 
cago, September 13 to 17, 1937. Those who at- 
tended the American Congress of Radiology dur- 
ing A Century of Progress Exposition will recall 
that it proved to be the most outstanding conven- 
tion of radiologists that had been assembled in 
the Americas up to that date. The Congress next 
September will embody all of the features of the 
American Congress because it is sponsored by 
the same American national organizations. In 
addition it will become international in character 
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since it includes all of the countries of the world. 
It is the first time that the American radiologists 
will have an opportunity to attend an interna- 
tional convention devoted to the science of radi- 
ology without the necessity of the great loss of 
time and money required to attend a Congress in 
foreign countries. 


The work of organizing the Fifth International 
Congress of Radiology is in progress by the fol- 
lowing officers and committees: 
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RUN THIS TEST 
ON PETRI DISHES 





(Hyer 


May, 1937 


Peruaps, in your culture work, you have noticed but little visible 
difference in Petri Dishes. You may have even thought they were all 
alike. Sooner or later, however, the difference becomes apparent, 
frequently at a time when it is most annoying and inconvenient. 


Here is a test you can run in your own laboratory, if you wish. It will 
prove conclusively that while there is small difference in cost there is a 
vast difference in the quality of Petri Dishes. 


Take several Petri Dishes—one of them “PYREX” Brand Ware. 
Subject them to from 15 pounds to 50 pounds steam pressure in your 
sterilizer for 120 hours or longer. At the end of the test, remove and 
inspect them, and determine the loss in weight. 


The “PYREX” dish will have lost less weight. It will be clear, 
transparent, unclouded, permitting unhampered examination of the 
growing culture. 


The comparatively small loss in weight of ““PYREX” dishes, even 
under these accelerated test conditions, indicates definitely that the 
pH of the culture will not be appreciably changed by glass solubility. 


This test will demonstrate to you, once and for all, the ability of a 
“PYREX” Petri Dish to withstand repeated sterilization, frequent 
washings—hard usage. Its exclusive beaded edge gives it unparalleled 
mechanical strength. You already know of its superior heat-resistant 
qualities. 


Run this destructive, yet con- 
structive test. Convince yourself 
that it pays to specify “PY REX” 
Brand Petri Dishes. 

Only 38c per pair; substantially 
lower prices in quantity purchases. 


“PYREX°” is a registered trade-mark 


and indicates manufacture by 


CORNING GLASS WORKS 
Corning, New York 


LABORATORY GLASSWARE 
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President, Arthur C. Christie, Washington, D. 
C.; General. Secretary, Benjamin H. Orndoff, 
Chicago, Illinois; Dr. George E. Pfahler, Phila- 
delphia, Dr. James Ewing, New York City, Dr. 
William D. Coolidge, Schenectady, New York, 
Honorary Vice Presidents; International Execu- 
tive Committee: Arthur C. Christie, Chairman, 
C. Thurston Holland, England, Gosta Forssell, 
Sweden, Antoine Beclere, France, Hans R. Schinz, 
Switzerland, Karl Frik, Germany, Mario Ponzio, 
Italy, Tamotsu Watanabe, Japan, Heliodoro Tel- 
lez-Plasencia, Spain, Gottwald Schwarz, Austria; 
The Secretariat: Benjamin H. Orndoff, General 
Secretary; Hollis E. Potter, Director of Scientific 
Exhibits; Maximilian J. Hubeny, Director of Re- 
ception of Foreign Guests; Edward L. Jenkinson, 
Director of Publicity; Winfield S. Kendrick, Di- 
rector of Finance. Address of the Secretariat, 
2561 North Clark Street, Chicago, Illinois, U. 
S. A. 

Membership 


The preliminary announcement and invitation 
to membership in the Fifth International Con- 
gress of Radiology has been sent to all of the ra- 
diologists whose names and addresses are avail- 
able at the Secretariat in the different countries 
of the world. It is impossible to avoid omissions 
and the Committee on Arrangements earnestly 
solicits co-operation in the effort to make this 
unusual convention available to all. It is impor- 
tant that the Associate Members be registered 
early in order that proper arrangements may be 
made for the entertainment, etc. 


Special Features 


Among the important features of the Congress 
will be the Scientific Program, which will include 
general meetings daily during the entire Con- 
gress, as well as sectional meetings in the after- 
noons from Tuesday until Friday, inclusive. Sci- 
entific Exhibits are being arranged to show espe- 
cially the recent and outstanding developments of 
this division of medicine. Technical Exhibits to 
which all of the radiological manufacturers of 
the world have been invited to contribute will be 
assembled to show the most recent developments 
in mechanical equipment. Educational Courses 
will be held from eight until nine o’clock each 
morning of the Congress from Tuesday until Fri- 
day inclusive. Members of the Congress may se- 
" lect the one which seems most desirable and regis- 
ter for it. Early registration is important. The 
doctors who have been chosen as leaders for this 
program are eminently qualified. The following 
subjects were chosen: Roentgen Therapy in Can- 
cer by Dr. Henri Coutard of Paris, France; Ra- 
diation Therapy in Gynecology by Dr. James Hey- 
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mana, Stockholm, Sweden; Problems in Roent- 
genological Diagnosis by Dr. George W. Holmes 
and associates, Boston, Mass.; The Fundamentals 
of Roentgen and Radium Therapy by Prof. Dr. 
Hermann-Holthusen, Hamburg, Germany; Roent- 
gen Diagnosis in Gastro-Enterology by Dr. B. R. 
Kirklin, Rochester, Minnesota; Special Problems 
of Radiation Therapy relating particularly to 
Treatment of Cancer of the Cervix and Cancer 
of the Breast by Dr. Edwin A. Merritt, Wash- 
ington, D. C.; The Diagnosis of Brain Lesions by 
Dr. Merrill E. Sosman, Boston, Mass.; Elemen- 
tary Physics of Radium by Dr. James L. Weather- 
wax, Philadelphia, Pa. These courses will be 
given in English and may be attended by fifty to 
one hundred members each. Registration can be 
secured for one course only. There is no extra 
charge to members for these courses. 


The Scientific Program 


The scientific program will be arranged by 
President Arthur C. Christie. The complete text 
of the paper to be presented should be forwarded 
for translation, and preparation for publication 
and projection as soon after May 1, as possible. 
It is intended that all of the contributions on the 
program will be translated for projection during 
their presentation on two screens in the two offi- 
cial languages of the Congress not being used by 
the essayist. 

Evening Programs 


Each evening one of the national radiological 
organizations of North America will conduct a 
program except on Friday when the Grand Ban- 
quet will be given. 


Reception 


The first function for the foreign guests of the 
Congress will be a reception on Sunday afternoon, 
from three until six o’clock on September 12. This 
reception will be sponsored by the Chicago Roent- 
gen Society. 

’ Group Dinners 


Sunday evening, September 12, 1937, following 
the reception to foreign guests, will be set aside as 
a period when group dinners may be arranged. 
On this occasion, any member of the Congress 
may invite his friends to assemble with him for 
dinner and entertainment. These dinners will be 
served in private dining rooms, or at special 
tables in the Grand Ball Room. They provide ex- 
cellent opportunity for a member and his family 
to entertain friends from foreign lands. 


Travel 


The American Express Company has been ap- 
pointed the official agent for travel to the Fifth 
International Congress of Radiology. 
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News Notes 


Dr. Stephen H. Ackerman, formerly medical 
superintendent of Coney Island Hospital, has been 
appointed medical superintendent of Fordham 
Hospital, New York City. 

tt 

Dr. H. E. Baird has been appointed superin- 

tendent of the Baird-Brewer Hospital, Dyersburg, 


Tennessee, to succeed Dr. J. D. Brewer. 
— j—_—. 


Dr. Edward Berndecker, medical superintend- 
ent of Kings County Hospital, Brooklyn, for the 
past two years, has been appointed assistant gen- 
eral medical superintendent of the Department of 
Hospitals of New York. 

ehachiiiess as 

Dr. James Blair has been named general di- 
rector of Garrison General Hospital, Gastonia, 
North Carolina, to succeed the late Dr. D. A. 
Garrison. 


Helen Branham has resigned as superintendent 
of Ware County Hospital, Waycross, Georgia, to 
accept the position of superintendent of the new 
hospital now under construction by the Common- 
wealth Fund of New York in Tupelo, Mississippi. 


Dr. G. Y. Grone has resigned as superintendent 
of the Shamokin State Hospital, Shamokin, Penn- 
sylvania. His resignation will be effective June 1. 

dalseeinenials 

Paul Hanson has been appointed manager of St. 
Luke’s Hospital, Fergus Falls, Minnesota. 

egaeediiaiaims 

Betty Harding, who has been acting superin- 
tendent of Clark County Hospital, Louisville, Ken- 
tucky, since the resignation of Hester Johnston, 
has been appointed superintendent. 

ciucaiseihileei 

Grace P. Haskell, R.N., superintendent of the 
Wentworth Hospital, Dover, New Hampshire, has 
resigned after thirty-one years of service. Miss 
Haskell is the first and only superintendent the 
hospital has had. She resigns to take a much 
needed rest from professional duty. 

seliesiitle tae 

Dr. Morris Hinenburg, executive director of 
The Jewish Hospital, Brooklyn, New York, has 
announced his resignation from this position to 
accept a combination administrative and clinical 
position as superintendent and medical director 
of the Denver Sanatorium of The Jewish Con- 














BECAUSE — Septisol is more than a scrub-up soap —as it 
cleans, it lubricates and conditions the hands. Its smooth, 
creamy lather cleanses deeply and it leaves the hands re- 
freshed and enlivened, alert for the work ahead. No 
matter how often scrub-up is practiced by the surgeon 

during the day, his hands never become roughened, 

chafed, or irritated as a result, if Septisol is 

used. This last is the real difference in 

scrub-up soaps. 
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sumptives’ Relief Society, Denver, Colorado. Dr. 
Hinenburg will take over his new duties June 1, 
1937. 


‘eilhchaihidoaada 

Henrietta Kirchner of Kansas City has been 
appointed superintendent of the new hospital 
which has been completed recently at Chillicothe, 
Missouri. Miss Kirchner will take charge as soon 


as installation of the equipment is completed. 
—p——— 


Marie E. Linder has been appointed director 


of Angelina County Hospital, Lufkin, Texas. 
———< 


Mrs. Amy F. McLaren, former superintendent 
of the Center County Hospital, Bellefonte, Penn- 
sylvania, has been appointed superintendent of 
nurses at the Springfield State Hospital, Sykes- 
ville, Maryland. 


—_—_p——. 
June Moe of Rochester succeeds Clyde M. 
Harmon as superintendent of the Oneida City 
Hospital, Oneida, New York. 


icieadeiilllibagatatas 
Pearl L. Morrison, formerly superintendent of 
nurses at the Sibley Memorial Hospital, Washing- 
ton, D. C., has been appointed superintendent of 
the Owen Sound General and Marine Hospital, 
Owen Sound, Ontario, Canada. 
ceititadiiinaiais 
Helen Osten has resigned as superintendent of 
Marietta Memorial Hospital, Marietta, Ohio. 
clinical 
Laura A. Ott has been appointed superintend- 
ent of Tioga County General Hospital, Waverly, 
New York. 


ane eee 

Henry Brevoort Smith has been appointed to 
fill the vacancy of business manager of the New 
Jersey State Hospital at Greystone Park caused 
by the death of George J. Holbig. Formerly, Mr. 
Smith was superintendent in charge of the Lees- 


burg institution. 
ee 


John Smith, superintendent of Reading Hos- 
pital, Reading, Pennsylvania, has resigned effec- 
tive May 1. 

—— 

Dr. Robert R. Smith has resigned as head of 
the Kankakee State Hospital, Kankakee, Illinois. 
Dr. George W. Morrow ,assistant to Dr. Smith, 
has been made acting head of the institution. 

RE EE, ; 

Dr. Harwood A. Taylor has been appointed as 
superintendent of the McKendree Emergency 
Hospital, McKendree, West Virginia to succeed 
Dr. J. N. Reeves. Dr. Reeves resigned the first of 
the year to enter private practice. 

ecttaiililibiasa 

Dr. R. D. Thompson, superintendent of Wiscon- 
sin State Sanatorium, Statesan, Wisconsin, has 
accepted the position of superintendent of the 
new Florida State Sanatorium located in Orlando, 
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Florida. It is anticipated that the building will 
be ready for occupancy about the first of July. 


p>. 
Robt. B. Witham, for the past ten years, super- 
intendent of the Children’s Hospital, Denver, 
Colorado, has resigned, effective May 1. During 
his administration the Children’s Hospital became 
one of the outstanding hospitals of its kind. The 
greater part of the new construction was planned 
and supervised by Mr. Witham. 
hl 
Carl P. Wright Jr., assistant superintendent of 
New Haven Hospital, New Haven, Connecticut, 
has been appointed superintendent of the United 
Hospital at Port Chester, New York. Mr. Wright 
who is only 27 years of age, entered the hospital 
field after being graduated from Syracuse Uni- 
versity in 1931. Prior to his position as assistant 
superintendent of New Haven Hospital he served 
as assistant to Dr. C. W. Munger, director of 
Grasslands Hospital at Valhalla, New York, and 
as chief inspector of the 26 municipal hospitals of 
New York under Dr. 8S. 8. Goldwater, Commis- 
sioner of Hospitals, New York. Mr. Wright is the 
son of Carl P. Wright, superintendent of General 
Hospital, Syracuse, New York. 
ellie 
Montgomery, Alabama—The annex of the 
Montgomery Tuberculosis Sanatorium is nearing 
completion and final plans are being made for its 


equipment. 
—_——_——. 


Conway, Arkansas—The Faulkner County Hos- 
pital, ownership of which was recently acquired 
by the City of Conway, has applied to the Works 
Progress Administration for funds to build an 
addition costing $22,998. The improvement proj- 
ect includes eight private rooms, maternity ward 
and nursery ward, two rooms for negro patients, 
and a separate ward for indigent patients. 

——_—= . 

Morrilton, Arkansas—A private loan for a new 
$50,000 hospital has been obtained by the Bene- 
dictine Sisters, owners and operators of the St. 
Anthony’s Hospital in Morrilton. 

The new building which will be two stories high 
will be built of stone. It will be completely 
equipped and when finished will provide 35 beds. 

St. Anthony’s Hospital serves a wide area in 


central Arkansas. 
ey 


Pine Bluff, Arkansas—A project for a $43,000 
county hospital to replace the present “poor 
house” just west of Pine Bluff is before the Works 
Progress Administration officials. It is expected 
the project will be approved by the officials and 
the work started in the very near future. 

deanna: 

Yuma, Arizona—The Yuma County Board of 
Supervisors has awarded the contract for con- 
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WHEN HEROES 
RETURN 


More than cheers greeted heroes when they 
came home from war. Medals, pensions, 
bonuses and other material evidence of 
gratitude were forthcoming from a relieved 
and thankful nation. 

Hospitals now return from the siege of 
the depression—some scarred, many with 
depleted resources, all of them heroes in 
battles against what many thought insuper- 
able odds. 

Will the public acclaim these heroes who 
bear the name of hospitals? Will the public 
restore their resources and place them in a 
role of even greater usefulness, in this more 
normal phase of the life of the country? 

The answer is yes. 

Fresh, convincing examples from various 
states show an unmistakable cause-and-ef- 
fect sequence: The devotion, courage and 
diligence of your community hospital dur- 
ing the trying, lean years that are now pass- 
ing have earned a public goodwill which 
can be translated into the funds required 
for replacement, enlargement and modern- 
ization— provided a deliberate, ethical and 
scientific procedure is employed. 

Consultation with your Board or Com- 
mittee can be arranged without obligation. 






@ NEW CONSTRUCTION: During the first three 
months of 1937 alone eight projects repre- 
senting a total of $3,025,000 of new hospital 
construction were entrusted to the financial 
direction of Will, Folsom and Smith, Inc. 





WILL, 


Specialists in Hospital 
Finance and Public 
Relations Since 1919 


NEW YORK 








FIFTH AVENUE GREETS THE A. E.F. (Underwood & Underwood) 


Fe ee ee 








May, 1937 


@ GREEN LIGHTS: In an Eastern city of 35,000, 
the first 40 gifts in a current hospital cam- 
paign total more than $360,000. The public 
campaign to be conducted in October will 
seek the balance of a $450,000 program. 


FOLSOM AND SMITH, 


TWENTY-FIVE WEST FORTY-THIRD STREET 
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structing a new county hospital unit. Funds for 
the project are being furnished by the federal 
government, the governor’s emergency relief 
fund, and the county. 


pe ER 

Denver, Colorado—Closed wards and curtail- 
ment of service at the National Jewish Hospital, 
the Jewish Consumptives’ Relief Society Sanita- 
rium, Beth Israel Hospital, and the Ex-Patients’ 
Tubercular Home in Denver have been the means 
of a group of the leaders in the business, social, 
religious, and educational activities in the com- 
munity starting a campaign to raise a $750,000 
maintenance fund in behalf of the four institu- 
tions. 


sii dealtiisie 
Danbury, Connecticut—The Danbury Hospital 
is planning to construct a new wing to be devoted 
to scientific and administrative departments and 
a new power house and laundry to cost $325,000. 
The space now used for administrative and labora- 
tory purposes will be reconditioned for the ac- 
commodation of patients’ rooms and wards and 
will increase the present capacity by 50 beds. 


reaper Ria 
Shelton, Connecticut—The Connecticut State 
Tuberculosis Commission has asked the appro- 
priations committee of the legislature for $657,- 
225 for improvements at Laurel Heights State 
Tuberculosis Sanatorium at Shelton. The com- 
mission contemplates the erection of a 150-bed 
fireproof infirmary, a dormitory for male help, 
and a duplex cottage to house two resident phy- 
sicians. The actual increase in bed capacity will 
be only 50 beds, the major consideration will be 
replacing buildings recognized as fire hazards. 


cadmas 

Washington, D. C—A new million-dollar hos- 
pital, largely for patients of moderate means and 
owned and operated by the doctors only, is to be 
built in Washington. The building is to be erected 
between the Columbia Medical Building and the 
Washington Medical Building and will be con- 
nected with the two structures by underground 
causeways. The three buildings will be heated and 
air conditioned by the same central plant, and 
there is to be a central telephone exchange. 

The hospital, which will follow the general 
architectural appearance of the two medical build- 
ings, will have provisions in its original struc- 
ture for 250 beds, but under the enlargement pro- 
gram contemplated, could be increased to 400 
beds. 


initials 
Washington, D. C.—Providence Hospital re- 
ceives $15,000 in the will of the late Mrs. M. Vir- 
ginia Devine. The fund is to be used to build a 
ward as a memorial to Mrs. Devine’s husband. 


——< 
Miami Beach, Florida—The new 60-bed Alton 
Road Hospital has been completed recently. 
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Ocala, Florida—Plans are being made for 4 
new nurses home accommodating 30, and a hos- 
pital unit for Negro patients. 


Gektllitecwinn. 

Covington, Georgia—The people of Covington, 
Georgia, who require surgical treatment may re- 
ceive it and remain in their own community close 
to relatives and friends after June 1, when the 
Huson Memorial Hospital will be ready for occu- 
pancy. Heretofore patients requiring surgical 


treatment were sent to the hospitals in Atlanta. 
—_—__— 


Gainesville, Georgia—A new, but unused alms- 
house near Gainesville will be used for a county 
hospital, according to the present plans of the 
Hall County commissioners. The institution will 
be equipped to accommodate fifteen beds. 

Maintenance and operation of the institution 
will be financed by the county from the $4,000 an- 
nual allocation now made for charity hospitaliza- 
tion, and anticipated hospital fees. It is hoped the 
hospital will be self-supporting after it becomes 
better established. 


oY oe! eae 

Chicago, Illinois—The new addition to Holy 
Cross Hospital has been opened for occupancy. 
The addition, costing $100,000, is four stories 
high. It increases the hospital capacity from 90 
to 140 beds and contains a new pediatric depart- 
ment, an extension of the obstetrical department, 


operating rooms, and interns’ quarters. 
—_—_——__—_. 


Chicago, Illinois—In the will of Mrs. Alice W. 
McClelland, Chicago Memorial Hospital received 
a bequest of $5,000 in memory of Mrs. McClel- 
land’s brother, John E. Wilder. 


—_ > 
Chicago, Illinois—The new $200,000 annex to 


St. Francis Hospital will be dedicated in May. 
—__»—__—_—_. 


Decatur, Illinois—-Plans have been completed 
and construction will start this spring on the 
$150,000 four-story addition to St. Mary’s Hos- 
pital. 


a ee 
Indianapolis, Indiana—Equipment is being in- 
stalled in the new Flower Mission Memorial Tu- 
berculosis Hospital in Indianapolis. 
It has been announced that the hospital will be 
dedicated on Hospital Day, May 12. 
a 


Madison, Indiana—The Sanderson Addition to 
the King’s Daughter Hospitals has been com- 
pleted and is ready for occupancy. The hospital 
was opened to the public for inspection on Easter 
Sunday. 


eailmiibidineniies 

Michigan City, Indiana—The new $100,000 hos- 
pital which will be known as the Michigan City 
Sanitarium was opened to the public early in 
April. 
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HOSPITAL EXHIBITORS’ 
ASSOCIATION MEMBERSHIP 
1956-57 


American Hospital Supply Corp. 
American Laundry Machinery Co. 


American Sterilizer Co. 

Angelica Jacket Co. 

Applegate Chemical Co. 

Armstrong Cork Products Co. 

H. W. Baker Linen Co. 

Bard-Parker Co., Inc. 

Becton, Dickinson & Co. 

Frank S. Betz Co. 

The Burrows Company 

Clark Linen Co. 

Clay-Adams Co. 

Warren E. Collins, Inc. 

Crane Co. : 

Cutter Laboratories 

F. A. Davis Co. 

Davis & Geck, Inc. 

‘ A. Deknatel & Son, Inc. 
ePuy Manufacturing Co. 

Eisele & Co. 

Faultless Caster Co. 

Finnell System, Inc. 

J. B. Ford Sales Co. 

General Electric X-Ray Corp. 

General Foods Sales Co., Inc. 

Glasco Products Co. 

Frank A. Hall & Son 

Heidbrink Co. 

Hilker & Bletsch Co. 

Hill-Rom Co., Inc. 

Hobart Mfg. Co. 

Holtzer-Cabot Elec. Co. 

Hospital Equipment Corp. 

Hospital Liquids 

Hospital Management 

Hospital Topics & Buyer 

Huntington Laboratories, Inc. 

International Nickel Co., Inc. 


Jamieson, Inc, 

tle & Jarvis, Inc. 
ohnson & Johnson 

H. L. Judd Co., Inc. 
Henry L. Kaufmann & Co. 
Kelley-Koett Mfg. Co. 
Kenwood Mills 

The Kent Co., Inc. 

Samuel Lewis Co., Inc. 

Lewis Manufacturing Co. 

Marvin-Neitzel Corp. 

Massillon Rubber Co. 

Meinecke & Co. 

The Mennen Co. 


Chicago, Ill. 
Cincinnati, Ohio 
rie, Pa. 
St. Louis, Mo. 
Chicago, Ill. 
Lancaster, Pa. 
New York City 
Danbury, Conn. 
Rutherford, N. J. 
Hammond, Ind. 
Chicago, Ill. 
Chicago, Ill. 
New York 
Boston, Mass. 
Chicago, Ill. 
Berkeley, Calif. 
Philadelphia, Pa. 
Brooklyn, N. Y. 
Long Island, N. Y. 
Warsaw, Ind. 
Nashville, Tenn. 
Evansville, Ind. 
Elkhart, Ind. 
Wyandotte, Mich. 
Chicago, Ill. 
New York Cit: 
Chicago, Ill. 
New York City 
Minneapolis, Minn. 
St. Louis, Mo. 
Batesville, Ind. 
Troy, Ohio 
Boston, Mass. 
New York Cit: 
Chicago, Ill. 
Chicago, Ill. 
Chicago, Ill. 
IIuntington, Ind. 
New York City 
Chicago, Ill. 
Palmer, Mass. 


New Brunswick, N. J. 
k City 


New Yor 
Boston, Mass. 
Covington, Ky. 
Ibany, > 
Rome, N. Y. 
New York City 
Walpole, Mass. 
Troy, N. Y. 
Massillon, Ohio 
New York Cit 
Newark, N. J. 


Midland Chemical Laboratories, Inc. Dubuque, Iowa 


Modern een oy Publishing Co. 

Morris Supply Co. 

National Lead Co. 

Physician’s Record Co. 

Puritan Compressed Gas Corp. 

Refinite Co. 

Rhoads & Co. 

Rolscreen Co. 

Will Ross, Inc. 

W. B. Sanders Co. 

Savory Appliance, Inc. 

Scanlan-Morris 

F. O. Schoedinger 

Schwartz Sectional System 

Ad. Seidel & Sons 

John Sexton & Co. 

The Simmons Co. 

Snow-White Garment Mfg. Co. 
- M. Sorenson Co., Inc. 

Spring Air 

E. R. Squibb & Sons 

Standard Apparel Co. 

Standard Electric Time Co. 

Standard Gas Equipment 

Standard Sanitary Mfg. Co. 

Stanley Supply Co. 

Thorner Brothers 


Troy Laundry Machinery Corp. 


Union Carbide Co. 
Vitamin Products Co. 


C.D. Williams & Co. 
Williams Pivot Sash Co. 
Wilmot Castle Co. 

Wilson Rubber Co. 

Zimmer Manufacturing Co. 
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THE STIMULUS TO 
PROGRESS 


Hospital Exhibitors’ Association provides a constant stim- 
ulus to progress in the improvement of hospital products 
and methods. Because it comprises the character of con- 
cerns who yearly spend millions of dollars in a never- 


ceasing striving toward new knowledge, greater perfection. 


From the research activities of its members have come 
many of the great developments of this modern era. From 
it will come many more in the future. Products and serv- 
ice will continue to improve in order that you, the hos- 


pital, may better, more economically serve mankind. 


Progressiveness needs encouragement—Give it to these 
companies as unselfishly as they give of their resources, 


brains and energies for the common good of all. 


We invite you to submit inquiries to the Advisory Com- 
mittee—a consultation body consisting of the Presidents 
and Secretaries of Hospital Exhibitors’ Association, 
American Hospital Association and Catholic Hospital 
Association. Address care of this magazine. 


HOSPITAL 
EXHIBITORS’ 
ASSOCIATION 
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Shenandoah, Iowa—Plans are being made for 
a new two-story addition to the Henry and Cathe- 
rine L. Hand Hospital. Construction will start as 


soon as the plans are completed and contracts let. 
—_ 


Kansas City, Kansas—The new addition to the 
University of Kansas Hospital will be ready for 
occupancy within a few weeks. It is one of a 
succession of additions constructed in the last 


two years. 
a 


Lawrence, Kansas—An addition to the Watkins 
Memorial Hospital which it is estimated will cost 
$75,000, will be erected and furnished by Mrs. 
Elizabeth M. Watkins if the assurance is given by 
the council that a sufficient tax levy be made each 
year to take care of needed overhead and replace- 
ment of equipment at the hospital not taken care 


of by receipts. 
———_—_—_—. 


Lexington, Kentucky—An addition to the Tu- 
berculosis Sanatorium of Lexington, to house col- 
ored patients, has been made possible by a gift 
of $25,000 donated by Leo J. Marks. The original 
hospital was built in 1924 through a gift of $125,- 


000 from Mr. Marks in memory of his father. 
a 


Boston, Massachusetts—In the will of Mrs. 
Florence Ricker Bartlett the residue of the large 
estate, the exact size of which has not been dis- 
closed, has been left in trust to the Massachusetts 
General Hospital to pay the expenses of patients 
unable to pay. The gift is to be known as the 
Florence Ricker Bartlett Fund. 

In addition to the gift to the Massachusetts 
General Hospital the will provides for gifts to two 
other hospitals. The New England Peabody Home 
for Crippled Children receives $5000, and the 


Boston Floating Hospital receives $2000. 
—_—____ 


Boston, Massachusetts—The sum of $2,500 was 
raised to aid in the work carried on by the Beth 
Israel Hospital at the annual victory luncheon 
held by the Woman’s Auxiliary. Fully $1,000 
was raised by the luncheon alone, which was at- 
tended by more than 1,500 women. The remaining 
$1,500 was raised at the meeting following the 
luncheon by life membership pledges at $100 each. 


ats cae 

Boston, Massachusetts—St. Margaret’s Hos- 
pital receives $10,000 in the will of the Reverend 
John H. Harrigan of Dorchester, Massachusetts. 
The gift is made in appreciation of the care he 
received while a patient in the hospital. 


scicacgeililticagaiing 

Detroit, Michigan—A resolution authorizing 
the Veterans Administration to accept a hospital 
site from Henry Ford has been approved in the 
House and sent to the Senate. The land is near 
Detroit in Ecorse Township and consists of 38 
acres. 
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Marquette, Michigan—It is expected that con- 
struction will start on the new $100,000 addition 


to St. Luke’s Hospital in the very near future. 
ee 


Ypsilanti, Michigan—Plans have been com- 
pleted and work started on the new addition to 
the Ypsilanti State Hospital. 


a 
Magee, Mississippi—The Magee Hospital which 
was completed recently was opened to the public 
with an “open house” celebration. The hospital 
is a modern one-story brick structure designed to 
provide 14 private rooms and five wards, all with 


outside exposures. 
—_—_———— 


New Brunswick, New Jersey—St. Peter’s Gen- 
eral Hospital is planning the erection of a new 
building to cost $250,000, to be used as a nursing 
home and as a school for nursing education. 
When completed the space now occupied by the 
nurses and sisters in the present hospital will be 
converted into accommodations for providing pa- 
tients’ rooms and wards, increasing the present 
capacity by 30 beds. 


—___——_. 
Paterson, New Jersey—A new addition to cost 
approximately $80,000 is being planned for the 
Nurses’ Home at the Paterson General Hospital. 


aihicnibliiiates 

Verona, New Jersey—The Essex Board of 
Freeholders have authorized improvements to the 
electric and refrigerating systems of Essex Moun- 
tain Sanatorium and Overbrook Hospital. The im- 
provements at the hospital and at the sanatorium 
will cost approximately $30,000. It is calculated 
this sum will be returned to the county in savings 
effected by the improvements in about three and 
one-half years. 


ccalilmiaais 

Albuquerque, New Mexico—Hellenism’s first 
philanthropic institution in the United States, the 
Ahepa Silver District Sanatorium, was dedicated 
recently by Archbishop Athenagoras, head of the 
Greek Orthodox Church in North America and 
South America. The sanatorium is an institution 
for tubercular Greeks. It is a non-profit and 
charitable institution and was built and equipped 
at a cost of $250,000. 


a re 

Brooklyn, New York—The new wing for the 
pediatric ward that is being built at St. Joseph’s 
Hospital is near completion. The unit will cost 
$70,000. : 


ciate 

Brooklyn, New York—The Carson C. Peck 
Memorial Hospital will receive the estate of Abby 
Louise Downs to endow two private rooms, in 
which war veterans and United States soldiers 
will have preference, in memory of her son, 
George Taylor Downs, who died in action with 
the A. E. F. in France. The estate is valued at 
well over $20,000 in personal property. 


HOSPITALS 
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CLASSIFIED ADVERTISEMENTS 


R. ATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 
must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 


Commercial announcements accepted at the same rate. 


Remittance must accompany classified advertisements. 





THE AMERICAN HOSPITAL BUREAU 
(Agency) 
1825 Empire State Building 
New York City 


A Placement Service Supplying 
Hospital Administrators, Nursing School Executives, 
Department Heads, Instructors, Supervisors, Head 
Nurses, and other Professional Personnel. 
All Credentials personally verified 
C. M. Powell, R.N., 
Owner and Director. 





CONSULTANTS 





Charles S. Pitcher, F.A.C.H.A. 

Hospital and Institutional Consultant 
Administrative Surveys Research Work 
Construction and Equipment Food Control 

1521 Spruce St. 
Philadelphia, Pa. 





POSITIONS WANTED 





DIETITIAN—Battle Creek graduate, 18 years’ experience as 
executive dietitian, desires position in general or private 
hospital. Middle West preferred. Good references. Ad- 
dress Box Rl, Hospitals. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


PATHOLOGIST—B.A., B.S. degrees, state university; M.D., 
one of country’s leading medical schools; two years, 
pathologist to state board of health; three-year fellow- 
ship in pathology; four years’ excellent experience. No. 
443, Medical Bureau, Pittsfield Building, Chicago. 


TECHNICIAN—Registered; A.B., M.A. degrees, state uni- 
versity ; five years, technician to small group of physi- 
cians; three years, laboratory technician, 150-bed hos- 
pital. No. 444, Medical Bureau, Pittsfield Building, 
Chicago. 


ADMINISTRATOR—Young man with college degree; four 
years, assistant to one of country’s best known admin- 
istrators; six years, superintendent, 200-bed hospital. 
No. 445, Medical Bureau, Pittsfield Building, Chicago. 

DIRECTOR OF NURSES—B.S. degree; graduate of Univer- 
sity of Michigan Hospital; nine years’ successful teach- 
ing experience; four years, director of nurses, 150-bed 
hospital. No. 446, Medical Bureau, Pittsfield Building, 
Chicago. 





POSITIONS OPEN 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


SUPERINTENDENT OF NURSES—150 bed mid-western 
hospital, school for nurses. College credits. Will con- 
sider one who has been assistant for several years. 
Salary $175. 


SUPERINTENDENT OF NURSES—100 bed Pennsylvania 
hospital, school for nurses with affiliation. College edu- 
eation. Open July. 

DIRECTOR OF NURSING SERVICE—Graduate staff. 225 
bed hospital, near New York City. New York registra- 
tion. Someone with experience preferred. 

ASSISTANT IN SCHOOL OF NURSING OFFICE—250 bed 
mid-western hospital. Some teaching. Salary open. 
SCIENCE INSTRUCTOR—250 bed Sisters’ hospital, mid- 
west. Well equipped teaching unit. College graduate. 

Desirable connection and salary. Open August. 

SCIENCE INSTRUCTOR—Teaching hospital, western states. 

Open August first. 


PRACTICAL INSTRUCTOR—Qualified to teach Art of 
Nursing. Large hospital, central states. 


ADMINISTRATIVE DIETITIAN—250 bed active Clinic hos- 
pital. With executive ability and experience. No teach- 
ing. Several assistants to take charge of departments. 
Large mid-western city. Salary $150. 

SUPERVISORS SURGERY, OBSTETRICAL, MEDICAL 


AND SURGICAL, AND PEDIATRIC DEPARTMENTS— 
Various states. Excellent salaries. 


GENERAL DUTY—Graduate nurses, recent graduates con- 
sidered. Ovenings in all departments. Short hours; ex- 
cellent salaries. Any state you may wish to consider. 





Aznoe’s Central Registry for Nurses 
(Established 1896) 
30 North Michigan Avenue 
Chicago, Illinois 
GENERAL DUTY—New division, 200 bed general hospital, 
Middlewest; attractive salaries to accredited registered 
nurses. 


HISTORIAN-MEDICAL STENOGRAPHER—90 bed general 
hospital, East; salary open. 


OBSTETRICAL SUPERVISOR — 110 bed general hospital, 
Southwest; attractive salary to experienced supervisor. 


OPERATING ROOM SUPERVISOR—90 bed general hospital; 
East; must be experienced, start $95, maintenance. 


SUPERINTENDENT OF NURSES—Experienced, 75 hed 
general hospital, South; salary open. 


In addition to above we have many other attractive posi- 
tions, all departments represented. 





NEW YORK MEDICAL EXCHANGE (Agency) 
Patricia Edgerly, Director 
489 Fifth Avenue 
New York City 


SU PERINTENDENT—A.—Man, small hospital in university 

town near New York. Salary open. 
B.—Young physician interested in career in a hospital ad- 
ministration as assistant to one of the outstanding hospital 
administrators in the East. Salary $2400 and full mainte- 
nance, 

ASSISTANT SUPERINTENDENT—N.Y.R.N. Bed capacity 
100. Salary open. 

SUPERINTENDENT OF NURSES—New York Hospital, no 
training school, N.Y.R.N., age 30-40. 5 years experience. 
Salary about $20 and maintenance. 

INSTRUCTORS—Science and PRACTICAL, several openings 
in Eastern States. Salary $125 and maintenance. 

SOCIAL SERVICE WORKERS—N.Y.a.N., citizen, graduate 
of a recognized Social Service School. Salary $1500 per 
year. 

MANY OPENINGS for Dietitians, Anesthetists, Supervisors, 
a Operating room and General duty Nurses. Good 
salaries. 











May, 1937 






